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—— — — CHLOROMYCETIN 


=—ANTIBIOTIC A 


—ANTIBIOTIC B 


—_———— —ANTIBIOTIC C 


AEROBACTER FECALIS 
(14-21 STRAINS) 


effective against 


more strains 


Chloromycetii 


for today’s problem pathogens 


Resistant microorganisms frequently cause poor, 
delayed, or no response to antibiotic therapy. 
Because in vitro sensitivity tests are valuable 
guides in determining the antibiotic most likely 
to produce optimal clinical response, it is important 
that such tests be employed whenever possible. 
Recent clinical and laboratory studies'-!* show that 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) 
is effective against more strains of microorganisms 
than other commonly used antibiotics. 

CHLOROMYCETIN is a potent therapeutic agent and, be- 


cause certain blood dyscrasias have been associated with 
its administration, it should not be used indiscriminately or 
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for minor infections. Furthermore, as with certain oth 
drugs, adequate blood studies should be made when t 
patient requires prolonged or intermittent therapy. 


references: (1) Altemeier, W. A.; Culbertson, W. R.; Sx 
man, R.; Cole, W.; Elstun, W., & Fultz, C. T.: J.A.M.A. 157:5 
1955. (2) Weil, A. J., & Stempel, B.: Antibiotic Med. 1:319, 1% 
(3) Jones, C. PB; Carter, B.; Thomas, W. L., & Creadick, R. N.: ( 

& Gynec. 5:365, 1955. (4) Austrian, R.: New York J. Med. 55:20 
1955. (5) Murphy, E D., & Waisbren, B. A., in Murphy, FE D.: Me 
cal Emergencies: Diagnosis and Treatment, ed. 5, Philadelphia, F 
Davis Company, 1955, P. 557. (6) Felshin, G.: J. Am. M. Wome 
A. 10:51, 1955. (7) Kass, E. H.: Am. J. Med. 18:764, 1955 

Tebrock, H. E., & Young, W. N.: New York J. Med. 55:1159, 1% 
(9) Stein, M. H., & Gechman, E.: New England J. Med. %52:% 
1955. (10) Branch, A.; Starkey, D. H.; Rodgers, K. C., & Power 
E., in Welch, H., & Marti-Ibaiiez, E: Antibiotics Annual, 1954-1% 
New York, Medical Encyclopedia, Inc., 1955, p. 1125. (11) Munn 
D. S., & Cockcroft, W. H.: Canad. M. A. J. 72:586, 1955. (12) N 

J. C.: M. Times 83:253, 1955. 
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Editorials A uguncie 


Polio Vaccine Again 


lesiring to bring the profession up to 
da e on the present status of vaccine, Dr. R. 
Q. Goodwin, President of the Oklahoma 
St: te Medical Association called together 
Dr Grady Mathews, Commissioner of 
Health, and his advisors and the State Com- 
mi'tee on poliomyelitis vaccination. Out of 
this meeting certain facts became clear: 
The vaccine is short. 
The N.F.I.P. is out of the vaccine busi- 
ness. 
Of the six firms licensed to make vac- 
cine, only three have had any on the 
market since May, 1955, and only one 
in any great quantity. 
The method of release for use 1s as fol- 
lows: When a lot has been approved by 
the manufacturer and the N.I.H. (Na- 
tional Institute of Health )the U.S.P.H. 
is notified that a certain amount of vac- 
cine is ready for use. The U.S.P.H. in 
turn notifies the state health depart- 
ments that a certain amount of vaccine 
is available to them and asks what they 
want to do with it. Oklahoma’s share 
of each lot released is 1.384 per cent. 
The State Health Department then tells 
the U.S.P.H. how much of the allotment 
is wanted for its own use and how much 
may be released through commercial 
channels in Oklahoma. 

5. At the present time Oklahoma’s health 
department is taking 40 per cent and 
releasing 60 per cent for distribution to 
private physicians. 

6. This 40 per cent goes to 30 county health 
units mostly in the southern and south- 
eastern part of the state where it is 
given to children whose parents request 
it from age three months through the 
eighth grade in school. As the vaccine 
becomes available, other county health 
units will be supplied. 

7. Congress has appropriated enough funds 
for the health department to continue 
this program. 
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8. Since the vaccine is short and since one 
injection is 50 to 60 per cent effective, 
the Commissioner of Health recommends 
that an effort be made to give all chil- 
dren one injection and after this con- 
tinue with the second and third when 
more vaccine is available. The lapse of 
more than the specified time does not 
interfere with the immunizing effect of 
subsequent injections. 

. An effort will be made to get the com- 
mercial companies to be fair as possible 
in their distribution to physicians but 
there is little hope that all problems can 
be solved until the vaccine is plentiful. 

This is the situation as it exists. We hope 
that before too long the government’s efforts 
can be limited to those people who cannot, 
or will not, arrange for their own immuni- 
zations. 


“-“*~ 
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Fifty Million People in Blue Cross 


Today the Blue Cross Plans over the coun- 
try proudly announce that they are covering 
one-third of the population of the United 
States with a Blue Cross contract. This is 
indeed a feather in the cap of the medical 
profession, the hospitals, personnel of the 
plans and the business men who have been 
interested in the problem of hospitalization 
for their people. The quite obvious desire of 
the American people generally to be pro- 
tected against sudden crippling expense of 
hospitalization and their equally obvious de- 
sire to be able to pay their own way should 
not be considered lightly. 

Great success means also great responsi- 
bility. There is one big question that de- 
serves an answer. In the minds of people 
so protected particularly when industry pays 
the charge, does it make a real difference 
who is Uncle, Blue Cross. the insurance com- 
panies or Sam? Complete coverage for med- 
ical care and hospital care is not sound. The 
will to get well and to stay well must not be 
softened by the ease of going to bed and be- 
ing waited on. The right to determine for 
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himself the what’s, the where’s, the why’s 
and the who’s must not be destroyed by 
ready accessibility of hospital beds and eager 
hands without cost. Competition for con- 
tracts with industry and with labor unions 
is more a matter of the amount and number 
of services offered than cost. The individual 
and his real needs, not wants, must not be 
lost sight of. 

It would seem that the real answer is a 
system in which the stinger of financial ca- 
tastrophy is removed, but the little pain of 
some payment remains—enough pain to 
make the experience undesirable, to be avoid- 
ed if feasible, and to be terminated as soon 
as possible. 


Standard Deviation 


The one calculation the statistician, or the 
clinical reader watches for (and if this is not 
given, an eyebrow changes position) is the 
Standard Deviation, expressed by the Greek 
letter, sigma (+). This is the measure of the 
scatter of the observations around the mean. 
It represents the variation of an individual 
observation and can be either plus or minus 
from the mean. 

The amount which each observation varies 
from the mean is obtained and is called—the 
deviation from the mean. This is either a 
plus or a minus figure also. It is much easier 
to work with two like figures such as two 
positive numbers; rather than a positive and 
negative. To accomplish this and make for 
more accuracy, these figures are squared 
(deviation from mean x deviation from 
mean). These squared deviations are all add- 
ed and the sum is divided by the number of 
observations. The standard deviation is fin- 
ally obtained by extracting the square root 
of this figure (for having squared the orig- 
inal deviation, the reverse step of extracting 
the square root must finally be made). 

A large standard deviation denotes a wide 
frequency distribution around the mean and 
usually a smaller range. (The range is the 
difference between highest and lowest ob- 
servation.) This is used in the normal fre- 
quency distribution curve discussed in De- 
cember and January issues. One times the 
Standard Deviation from the mean (either 
above or below) will include two-thirds of 
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all cases observed and two times the Stand- 
ard Deviation from the mean (either above 
or below) will include 95 per cent of all cases 
observed, if this work exhibited a norina] 
frequency distribution. For example, if |00 
women gained an average (mean) of 20 
pounds each during their pregnancy and the 
standard deviation is four pounds; twwo- 
thirds, or 66 of them gained between 16 and 
24 pounds, or one standard deviation on each 
side of the mean. Ninety-five gained be- 
tween 12 and 28 pounds or two standard 
deviations on each side of the mean. Then 
two and one-half per cent gained less than 
12 pounds and two and one-half per cent 
gained more than 28 pounds. The latter 
cases are the important ones to analyze as 
to the reasons for their variance from the 
so-called normal cases. 

Standard deviation calculations are uti- 
lized still another way: To substantiate the 
probability of two series of cases being sig- 
nificantly different or was the apparent dif- 
ference of such an extent that this could have 
occurred by chance alone rather than as the 
result of better treatment, care, etc.? 

As an example, one hospital had 5,591 de- 
liveries of which 476 were classified as pre- 
matures. To obtain their premature rate 
476 is divided by 5,591 x 100 equalling 8.5 
per cent. The standard deviation would be 
calculated thus: 8.5 5,591 — .00152 x 100 

.152 per cent. The square root of .152 per 
cent is approximately .4 per cent which is 
the standard deviation and would be report- 
ed as 8.5 +- .4 per cent. Thus at this hospital 
their premature rate could vary from 8.9 
per cent to 8.1 per cent and this change 
could be due to chance alone, since this devia- 
tion is based on the chance probability. 

Then another hospital had 16,764 babies 
of which 1,318 were premature. Their rate 
would be 7.9 per cent. Immediately the un- 
suspecting reader says, “Oh, oh, this hos- 
pital has a lower premature incidence. I 
guess what they do is better.” But, by cal- 
culating the standard deviation (7.9 -- 16,764 
=) .0047 x 100 — \/.047 .2 per cent) for 
this hospital. With this answer we became 
a little dubious of the good results. To be 
more nearly sure, one further step is neces- 
sary to see if this difference is significant. 


(Continued on Page 86) 
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Litters to the Editor 


To THE EDITOR: 

have read with interest Dr. Marvin El- 
kins’ article on spina] anesthesia in obstet- 
ric 1 deliveries in the December, 1955, issue 
of he Journal. It seems that some comments 
arc in order concerning the method of spinal 
an sthesia reported. In these remarks I 
sh: || speak only as an anesthesiologist, and 
sh: || in no way attempt to evaluate the pro- 
cec ires from the obstetrical viewpoint. 

can decide on no better method of dis- 
cus-ing Dr. Elkins’ article than to take up 
the points he has listed in his “Discussion” 
an offer remarks concerning them. 

“Many large centers require that a 

physician be in constant attendance follow- 
ing administration of spinal anesthesia.” 

‘his requirement is obviously ideally de- 
sirable; but, I must agree with Doctor El- 
kins that such a requirement is impractical 
in « general practice where physicians are 
at a premium, and where often the obstet- 
rician must administer his own spinal an- 
esthesia or deny the patient the benefits of 
the method. If a physician trained in an- 
esthesia is available, it would seem a need- 
less hazard for the obstetrician to undertake 
the practice of two branches of medicine at 
one time, thus dividing his attentions. 

2. “Most physicians have stated a high 
incidence of anesthetic failure.” 

This “high incidence” has not been our 
experience even in administration of spinal 
anesthesia when dilatation is complete and 
the head is on the perineum. Lack of coopera- 
tion on the part of the patient at this stage 
has been thought to be due to improper se- 
dation, coupled with a lack of explanation 
in advance as to what will be necessary in 
giving of the anesthesia, We have used spinal 
anesthesia in the first stage of labor with the 
more conventional techniques and had good 
results. However, we prefer to wait until 
dilatation is complete, in the primipara, or 
until termination of labor is imminent in 
the multipara, 

3. “Many have objected because of an- 
esthesia of too short duration and/or inade- 
quate control of pain.” 


~ 
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This objection would undoubtedly be over- 
come by the tremendous doses of pontocaine 
Doctor Elkins uses, but this is at the sacrifice 
of safety. Anesthesiologists are in agreement 
that 20 milligrams of pontocaine intra-thecal- 
ly is a gross overdosage for low spinal an- 
esthesia. Doctor Elkins has been indeed for- 
tunate to have given this dose in many cases 
and had no reportable serious complications. 
Doubtless the one point in technique which 
has prevented serious trouble to this time has 
been the use of a hyperbaric solution and 
the marked degree of head-up position (ten 
degrees). The use of this position, however, 
with large dose spinal anesthesia may lead 
to marked hypotension and cerebral anemia, 
since sympathetic paralysis is always sig- 
nificantly higher than somatic anesthesia. 
An incidence of eight per cent of use of 
vasopressor drugs is unusually high in our 
experience with conventional saddle block 
anesthesia. I would predict that more pa- 
tients would develop significant hypotension 
in a larger series. Duration of conventional 
saddle block anesthesia can be prolonged by 
the addition of adrenalin (as little as 0.1 
milligram) to the mixture injected. We have 
had quite adequate control of pain with doses 
of five to six milligrams of pontocaine mixed 
with an equal volume of 10 per cent dex- 
trose. I have repeated this when the dura- 
tion of the original dose was inadequate for 
the full delivery time, and I would not hesi- 
tate to repeat it again if necessary. 


4. “. . . time in attendance 


We are in complete agreement with Doc- 
tor Elkins that spinal anesthesia does not 
demand excessive amounts of time from the 
obstetrician. (In making this remark I per- 
haps deviate from my avowed purpose of 
offering no remarks from the obstetrical 
viewpoint. Once again, it is the opinion of 
an anesthesiologist only.) 

5. It is felt that even though Doctor El- 
kins reports no cases of spinal anesthesia 
slowing down labor significantly, the high 
dose used will sooner or later give too high 
a level of anesthesia and labor will be slowed 
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or stopped. Smaller doses carry a much 
greater margin of safety in this respect. 

6. “Many think that there is too high an 
incidence of so-called ‘spinal headache’.” 

There is widespread agreement wth Doc- 

tor Elkins that small gauge needles reduce 
the incidence of this troublesome though not 
serious complication to a minimum. I un- 
fortunately have no personal statistics, but 
after talking with my anesthesia colleagues 
and some obstetricians who request spinal 
anesthesia, I believe the incidence with our 
technique which employs a 22 gauge needle 
is in the neighborhood of 10 per cent. This 
is not felt by either anesthesiologists or ob- 
stericians to be high enough to warrant us- 
ing other forms of anesthesia. I congratu- 
late Doctor Elkins on his absence of head- 
aches with the 24 gauge needle. The only 
objection to the small gauge needle is the 
increased chance of breakage during the lum- 
bar puncture. 
7. We have not seen central nervous sys- 
tem complications following conventional 
saddle block anesthesia for obstetrics. I do 
feel, however, that one increases the risk 
of such complications by the use of very 
high doses of anesthetic drugs. 

In summary, it is the opinion of the writer 
that spinal anesthesia is definitely the anes- 
thesia of choice for vaginal delivery (and 
for Cesarean section as well) since it offers 
so many advantages to the mother and in- 
fant. However, it is also felt that such an- 
esthesia should be carried out with conven- 
tional doses of drugs. The dangers of spinal 
anesthesia are greatly increased bv overdos- 
age. I believe that if doses of 20 milligrams 
of pontocaine are used widely that maternal 
mortality may result from slips in technique 
and that spinal anesthesia will be thrown into 
disrepute. We must therefore recommend 
that Doctor Elkins’ technique not be em- 
ployed, but that the usual saddle block tech- 
niques with small doses be used instead. 

The above comments were written in ccn- 
sultation with, and on the suggestion of, the 
anesthesiologists of Oklahoma City. 

Sincerely yours, 


s/R. GIBSON PARRISH, M.D. 
President, Oklahoma Society 
of Anesthesiologists 
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TO THE EDITOR: 

There are several points in Doctor Elkins 
recent article! concerning saddle block .n- 
esthesia in obstetrics which deserve critici.m. 

His recommended dosages (20 mgs. of 
pontocaine) is considerably excessive «nd 
therefore dangerous. Five mgs. of pontocaine 
in two ces. of 10 per cent dextrose solution 
is ample for saddle block anesthesia. Larver 
doses may produce levels of anesthesia mich 
higher than needed, which in turn impedes 
or may arrest labor and also is more api to 
cause maternal hypotension. Both of these 
complications may be detrimental to the 
fetus. 

Injection of the drug during uterine con- 
traction is dangerous because higher levels 
than desired may result. This is undesirable 
for reasons listed above. Levels no higher 
than the 10th thoracic dermatome are satis- 
factory for all types of vaginal delivery with 
the exception of interuterine manipulations 
such as version and extraction where saddle 
block is contraindicated. 

The blood pressure of the patient should 
be watched carefully (by checking every five 
minutes) throughout the duration of the an- 
esthesia. If hypotension occurs, it should be 
treated by intramuscular ephedrine 30 to 
50 mgs. or neosynephrine three to five mg. 
Oxygen inhalations should also be given un- 
til the blood pressure reaches a normal level. 
The patient’s feet should also be elevated. 
Uncorrected hypotension is potentially harm- 
ful to the mother and especially to the fetus. 
Pressor drugs and a means of administering 
oxygen and artificial respiration should al- 
ways be immediately available where spinal 
anesthesia is being administered, 

This is a safe and effective method of pro- 
viding obstetrical analgesia, preferably as a 
semi-terminal or terminal method, when 
properly performed with meticulous atten- 
tion to precautions and details. Carelessness 
in its application make it dangerous and 
would therefore injure the reputation of a 
good method as well as harming your pa- 
tients. 

Very sincerely, 
s/HOWARD A. BENNETT, M.D. 
2010 S. Utica Tulsa, Oklahoma 


1. Elkins, Marvin. Spinal Anesthesia in More than 500 
Vaginal Deliveries. J.O.S.M.A. 48:13:413-416 (December) 
1955 
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«Scientific Articles 


Hemolytic Anemia and Hepatitis 


From METHYL ALCOHOL POISONING, 


Vhile it is very convenient to consider 
va ious organ systems as independent and 
se) arate entities for the purpose of diagnosis 
an treatment, a number of conditions un- 
fo: \unately cannot be forced into the conven- 
tic ial organ system pattern. The connection 
bei ween the spleen and diseases of the blood 
ha- been recognized for many years, but 
on!v recently has evidence begun to accumu- 
late that the liver may also be involved in 
such diseases, specifically, the hemolytic 
syndromes.! 

n the case presented here, both hemolytic 
anemia and hepatitis occurred as a result of 
a specific toxic agent, methyl alcohol. While 
hepatitis is commonly observed in methy] al- 
cohol poisoning, there are no reports of hem- 
olytic anemia caused by this agent. Finally, 
the combination of hepatocellular and hemo- 
lytic jaundice produces an extreme concen- 
tration of biliary pigments in the blood, 
which is noteworthy as a medical curiosity. 


Report of a Case 

D.M., a 62-year-old, three-quarter Creek 
Indian, was admitted to the hospital on Dec. 
18, 1953 with the complaint of nausea and 
vomiting and severe abdominal pain of one 
week’s duration. While occupied at his usual 
work of house painting a week before admis- 
sion, the patient said, he had nausea and 
vomiting and colicky abdominal pain localized 
in the epigastric region. Intermittent fever 
had been present. This condition had re- 
mained essentially unchanged until the day 
of admission. Then he consulted a physician 
who performed a urinalysis, told him he had 
hematuria, and advised immediate hospitali- 
zation. 


From the W. W. Hastings Hospital (U. S. Public Health 
Service). The views expressed in this paper are the views 
of the author and do not necessarily represent those of the 
Public Health Service. 
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Report of a Case 


JOHN M. GOWDY, M.D. 


THE AUTHOR 


John M. Gowdy, M.D. was practicing in Tah- 
lequah as Medical Director of the William W. 
Hastings Hospital at the time his article was 
written. He is now with the Veterans Admin- 
istration Hospital, McKinney, Texas. 


The patient denied any blood dyscrasia, 
biliary disease or previous attacks of a sim- 
ilar nature. He had been hospitalized at the 
age of 48 for fracture of the fibula. This 
lesion healed normally. Wassermann was 
negative at that time. He was treated for in- 
fluenza in 1952, when the hemoglobin was 
69 per cent and RBC 3,900,000, and later in 
1952, for chest pain which could have been 
angina. At this time the hemoglobin was 70 
per cent and RBC 4,000,000. Chest roent- 
genogram during this admission was essen- 
tially negative. 

Familial history of blood dyscrasia was 
absent. 

Physical examination revealed an acutely 
ill white man, severely jaundiced and in con- 
siderable pain. Temperature was 103, pulse 
128, respiration 28 and blood pressure 130/ 
80. The patient was toxic and had difficulty 
in recalling and expressing the events of his 
illness. His abdomen was distended, and 
epigastric tenderness and muscle guarding 
were present. The remainder of the exami- 
nation was essentially negative. 

Laboratory findings were as follows: WBC 
17,200; RBC 2,670,000; Hb, 7.5 gm.; 82 neu- 
trophiles; 16 lymphocytes; one monocyte; 
one basophile; a few neucleated RBC noted; 
urine positive for bile, 14+ albumin, few 
heavy granular casts; icterus index 259, di- 
rect positive Van Den Bergh 12 mg. 

The patient was started on penicillin, 
300,000 units once daily. Since he was un- 
able to tolerate food by mouth, he was given 
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2,000 ec. 10 percent glucose in normal saline 
daily. Abdominal pain and _ distention 
worsened, and it was necessary to institute 
continuous gastric drainage through a Wan- 
gensteen suction and stomach tube. 

After three days the patient’s condition 
was essentially unimproved, and penicillin 
was discontinued. The leukocyte count had 
risen to 20,950 with four per cent neucleated 
RBC. Despite the evidence of hemolysis, the 
patient’s condition was very suggestive of 
a surgical abdomen. 500 cc. whole blood was 
given. The patient continued to be disori- 
ented at times, and abdominal pain and dis- 
tention continued. 

On his fourth day in the hospital the pa- 
tient suffered a severe nasal hemorrhage 
precipitated by the nasal suction tube, which 
was removed. After the tube was removed, 
the patient had several episodes of emesis 
of coffee ground material. The gastric tube 
was reinserted with some relief. On his 
fifth day in the hospital, severe hiccup de- 
veloped. Because of the possibility of toxic 
hemolysis with secondary liver involvement, 
cortisone was begun. Within 24 hours the 
patient became and remained afebrile but 
continued to hiccup. Slow clinical improve- 
ment was manifested, and the suction was 
removed on the eighth day. Thereafter the 
patient rapidly improved and was discharged 
on the 19th day. 

Attempts to discover any surgical lesion 
of the biliary passages were negative. A 
gallbladder series showed no dye absorption, 
but the cephalin flocculation was 1+ and 
2+ at this time. Fragility test showed slight- 
ly decreased fragility over normal controls 
(partial hemolysis at 0.22 dilution). The 
results were unchanged by refrigeration. 
Test for sickle cells was performed on two 
occasions on the patient and once on his 
sister. Results were 15 per cent abnormal 
forms in 24 hours on the first occasion and 
negative on the second instance and in the 
sister. 

During the period of recovery, the patient 
admitted that he had drunk a quantity of 
methyl alcohol just before the onset of his 
illness. 

The patient was rehospitalized on Feb, 1, 
1954 for persistent hepatitis. Gallbladder 
series and gastrointestinal series at this time 
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were negative. Cephalin flocculation was 
2+- and 2+; RBC 4,000,000; Hb. 90 per cent, 
Coombs’ test and attempts to elicit sickling 
phenomenon were negative. 

Comment 

In the symptomatology of this case, there 
appear to be two definite and distinct syn- 
dromes. One is the acute hepatitis produced 
by alcohol, commonly by methy! but occasion- 
ally by ethyl. This patient had a history of 
rather steady if unspectacular consumption 
of alcohol. Ample evidence of chronic liver 
damage from such a practice exists. Phillips 
and Davidson have recently published a re- 
view of acute liver failure superimposed on 
chronic cirrhosis influenced by alcoholism.! 
I must say influenced, since the exact re- 
lationship between chronic alcoholism and 
liver disease is not definitely known. Opin- 
ion remains divided between a secondary re- 
lationship due to nutritional deficiencies 
which develop in the alcoholic and a more 
direct toxic effect on the liver cells. 

In the initial clinical aspects, this case 
was typical of those in the series reported 
by Phillips and Davidson. There is an in- 
tense jaundice, leukocytosis, a tendency to 
hemorrhage and coma. All patients with this 
syndrome who had an icterus index of more 
than 200 died. A considerable proportion of 
the elevated icterus index in this case was 
due to hemolysis rather than to liver dam- 
age. In recent literature these two lesions 
have been linked. 

Jones and associates have recently pub- 
lished a study of red cell survival in liver 
disease which shows that there is an in- 
creased tendency toward hemolysis in all 
forms of hepatic impairment.? They point 
out that while anemia accompanying liver 
disease is quite common, definite hemolytic 
syndromes are relatively rare. 

To prove this a case of hemolytic anemia 
and hepatitis one must rule out sickle cell 
anemia. In this tribe of Indians there is a 
varying admixture of colored blood, dating 
back to the days when they traded in slaves, 
before the migration to Oklahoma. Repeat- 
ed tests on both the patient and members of 
his family failed to reveal any evidence of 
the sickle cell trait. Certainly the patient 
could hardly have reached the age of 60 
without some attacks. Since sickle cell crisis 
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is a disease of childhood, attacks usually be- 
gin before the age of 12. The age of the pa- 
tient is, in itself, enough to rule out any of 
the congenital hemolytic syndromes. 

[he question of a surgical lesion is some- 
what harder to resolve. A syndrome, con- 
sisting mainly of fever and associated gen- 
er! malaise for two-three days following op- 
er: tion, is often seen following cholecystec- 
toy. Various explanations are given for 
th s reaction, Some authors ascribe it to 
ch langitis, while others consider it a peri- 
to: eal reaction from bile contamination, bile 
lea cage or both, during and after operation. 
I an to this view and have treated four 
cases postoperatively with cortisone in small 
do-es with excellent response in all. In view 
of these results, it is theoretically possible 
th: t this patient had a ruptured gallbladder 
which the natural process of healing was 
ab\. to control with the aid of cortisone. The 
no: mal gallbladder films after recovery are 
su! ficient to refute this view, in my opinion. 

et us attempt to retrace the sequence of 
events in this case. First there was a direct 
toxic insult to the liver cells, which may have 
been already weakened by the direct or in- 
direct effects of chronic consumption of al- 
cohol. According to Jones and associates,’ 
damage to the liver cells leads to portal ob- 
struction and hypersplenism and thus to in- 
creased hemolysis. According to other au- 
thors it is possible that alterations in the 
liver cells may cause alterations in the pro- 
tein fraction of the plasma, resulting in its 
functioning as an autohemolytic factor.’ 

It has further been suggested that a virus, 
specifically Newcastle disease, is responsible 
for the actual hemolysis in some patients and 
that the substance detected in the various 
immunologic reactions is an antivirus.‘ It 
is also possible that alterations in metabolism 
mediated or influenced by the liver could 
actually alter the osmotic properties of the 
plasma, or, more probably, affect the cell 
membrane of the red cell to make it more 
susceptible to damage. In this particular 
case, there is no reason to implicate the 
spleen in the hemolytic process, although it 
is universally considered to play a role in 
all such cases. The acute pain in the right 
upper quadrant was most probably due to 
direct pain from swelling of the liver, and 
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possibly by disturbances in the pylorus of 
the stomach caused by excessive demands 
for the intrinsic factor by the hemopoietic 
system in its efforts to compensate for the 
increased destruction of red cells. 

Hemorrhagic tendencies are related to 
both liver disease and hemolytic phenomena.* 
The abnormal bleeding seen in this case prob- 
ably reflects changes in clotting power in- 
duced by acute hepatitis, although there is 
no particular reason why a substance which 
affects the red cells might not also affect 
the lining cells of the capillaries. 

Coma, related to the hypercholemia, is 
common in hepatic failure. Nausea and 
vomiting reflect general toxicity. Leukocy- 
tosis is secondary to a generalized hyper- 
plasia of the bone marrow in an effort to 
compensate for increased red cell loss. 

It is most fortunate that therapeutic 
agents are effective without our understand- 
ing the exact mechanism of their action. 
There are numerous reports of the efficacy 
of cortisone in both hepatitis and hemolytic 
anemia.* The mechanism of action varies 
according to one’s interpretation of the un- 
derlying process. Cortisone or corticotro- 
phins are generally believed to exert a direct 
effect on the body cells, making them more 
resistant to various toxins. Thus, their ef- 
fect would be on the red blood cells to make 
them more resistant to hemolytic forces, 
whether osmotic, electrical, immunologic or 
direct trauma. 

Summary 

A case of hepatitis associated with acute 
hemolytic anemia from methy! alcohol pois- 
oning is reported. This condition responded 
well to the administration of cortisone and 
blood transfusion. 
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The Surgical Treatment of 





CORONARY ARTERY INSUFFICIENCY 


Coronary thrombosis kills at least 200,000 
persons yearly in the United States and crip- 
ples unknown thousands.' This figure has 
increased steadily with the increase in popu- 
lation and life expectancy. The incidence of 
death from this cause is one-third higher in 
professional men, including doctors, than in 
the general population. We physicians should 
have a personal interest in curbing this dis- 
ease. 

Results following treatment of the acute 
myocardial infarction are improving. Yet 
45 per cent of patients with myocardial in- 
farction are dead in five years, and the aver- 
age life expectancy is estimated at seven or 
eight years. Only 15 to 20 per cent die fol- 
lowing the first attack, but nearly every pa- 
tient eventually dies of coronary artery in- 
sufficiency or myocardial infarction. It is 
not enough that we physicians help these pa- 
tients survive the first attack; we must also 
do all we can to help them live a longer, more 
active life with their disease. 

The general methods of treating this con- 
dition have not changed greatly in the last 
few years. Many authorities believe that 
the use of anticoagulants has decreased the 
death rate immediately following a myocard- 
ial infarction.’:?}? They think that the use 
of anticoagulants has definitely decreased the 
incidence of thromboembolic complications. 
I! is useful for rendering these patients 
hypothyroid and thereby decrease the oxygen 
need of the myocardium. It has a very defi- 
nite place in the treatment of heart dis- 
ease.*;>.® Surgical operations by increasing 
the total blood supply to the heart and by 
establishing greater intercoronary arterial 
anastomosis, on the other hand, also offers 
a great deal to these patients.” ® % 10 11. 12, 13 

Thus, anticoagulants may guard against 
subsequent thrombosis but will not increase 
the blood supply to the heart. I'*' will de- 
crease the need for oxygen but will not in- 
crease the blood supply to the myocardium 
or protect against subsequent infarction. 
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Only a surgical operation will increase the 
blood supply to the myocardium and protect 
against further infarction. All three of these 
methods may be used together, as their ac- 
tions are different and complementary. 

The surgical treatment of coronary artery 
disease began in the experimental labora- 
tories in 1932. It has made steady progress, 
until now it has reached a place of im- 
portance.'* More than 80 per cent of these 
patients can be helped by a surgical opera- 
tion; the mortality is about five per cent.” * ” 
The work in the laboratories continues.” '® " 
Many hundreds of human beings have been 
benefited by surgical procedures. The bene- 
fits derived from these operations are funda- 
mentally two: First, it is possible to decrease 
the pain and to increase the activity of the 
patients. Second, the life expectancy of these 
patients is increased by protecting them 
against subsequent coronary artery occlusion 
through the development of intercoronary 
arterial anastomosis. 


Types of Death 


Two types of death follow a coronary 
artery occlusion. One will be called trigger 
mechanism death, and the other will be 
called muscle death.”:* In death of the mech- 
anism type, the patient has an occlusion of 
one of the smaller branches of a coronary 
artery. The occlusion produces a small area 
of ischemia or infarction. This outside focus 
is potentially capable of sending out impulses 
that in turn destroy the normal mechanism. 
The myocardium becomes convulsive, the 
heart pumps no blood, and the patient dies. 
In these patients, the myocardium may De 
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normal except for this small area of ischemia. 
Surgical operation can do much to help this 
ps tient. 

Muscle death is caused not by a sudden 
oc lusion but by a gradual, progressive oc- 
cl: sion of the coronary circulation. There is 
de reased blood supply to the entire myo- 
ca dium. The muscle gradually dies and is 
re laced by fibrous connective tissue. The 
m: »cardium can no longer carry on its work. 
T! heart dilates and fails, and the patient 
dis. This patient may be helped by a sur- 
gi (| operation. The extent of help will de- 
pe d upon the condition of the myocardium 
at ‘he time an operation is proposed. Ob- 
vic isly, these operative procedures cannot 
res ore the destroyed myocardium. 


Surgical Methods of Improving 
The Coronary Circulation 


he coronary circulation should be consid- 
ere | on the basis of (1) the total inflow and 
(2) the distribution of the blood entering 
the coronary circulation. 

The heart can maintain function on a small 
fraction of the normal total blood flow, pro- 
vided the distribution of the blood is ade- 
quate. This point has been demonstrated in 
the experimental animal by almost totally 
occluding a main coronary artery by means 
of a ligature without causing a cardiac death. 
In a number of hearts, all the coronary in- 
flow has been occluded and in many human 
hearts a hair-like lumen has been found in 
the major coronary arteries, without produc- 
ing cardiac death. On the other hand, if the 
total inflow is adequate but the distribution 
is not—that is, if an area of ischemia sud- 
denly occurs—this may cause a mechanism 
death. 

The problem, then, is not only to increase 
the inflow but also, and more important, to 
assure an equal and adequate distribution of 
the blood to the myocardium. The role of the 
intercoronary arterial circulation comes into 
play in the distribution of blood. Unfortun- 
ately, as you know, most of the coronary ar- 
teries are end arteries, and there are few if 
any anastomotic branches between the main 
branches of the coronary arteries, 

The methods used to improve the coronary 
circulation are: (1) Addition of blood from 
outside sources, and (2) rationing the coro- 
nary blood in short supply; that is, further 
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developing intercoronary arterial anasto- 
mosis. 

There are three methods of producing an 
increased blood supply. The first is produc- 
ing an anastomosis from outside sources to 
the capillary bed of the myocardium. An ex- 
ample is the poudrage operation of putting 
talc or asbestos into the pericardial sac. The 
second is producing an anastomosis from out- 
side sources to the coronary arteries them- 
selves. The internal mammary implantation 
is an example. The third method is directing 
blood from outside sources through the ven- 
ous system and thus redirecting blood in a 
retrograde flow. This is accomplished by the 
arterialization of the coronary sinus. 

Rationing the coronary blood supply must 
be done through the intercoronary circula- 
tion—that is, by stimulating the formation of 
anastomotic arterial branches between the 
coronary arteries. It is done in three ways: 
(1) by ischemia, (2) by increasing the ar- 
terial pressure in the coronary system, (3) 
by diffuse anastomosis into the capillary bed 
of the myocardium. It has been shown both 
in experimental animals and in human be- 
ings that an ischemic myocardium will pro- 
duce within itself anastomotic coronary ar- 
teries. This very fact increases the efficiency 
of these operative procedures in patients 
with actual coronary artery insufficiency. 
An example is an ischemic myocardium, 

Increasing coronary artery pressure can 
be accomplished in three ways. The first is 
by introducing blood from the systemic circu- 
lation under pressure into the coronary cir- 
culation. Such increased coronary pressure 
is produced by implantation of the internal 
mammary artery or by arterialization of the 
coronary sinus. The second is by occluding 
the venous return, thus increasing the pres- 
sure within the coronary system. Partial or 
complete ligation of the coronary sinus is an 
example. The third is a combination of these 
two methods. The Beck II procedure is such 
an example. 

Diffuse anastomosis into the capillary bed 
of the myocardium is produced by poudrage 
or, to a lesser extent, by grafting procedures. 


Methods of Study 

There are three methods of measuring the 
usefulness of a given operative procedure. 
One method is by the ligation of a coronary 
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artery and measurement of the infarcts and 
mortality produced; another is the backflow 
method, as developed by Mautz and Gregg :"* 
and the last is by clinical evaluation or ex- 
ercise tests. 

In the first method, a selected protective 
operative procedure is carried out. A major 
coronary vessel is later occluded. If the an- 
imal dies, the size of the infarct produced is 
measured. If he lives, the animal is sacri- 
ficed after a given length of time, and the 
infarcted area is measured. Let us say, for 
example, that in a control group of animals, 
ligation of the circumflex branch of the left 
coronary artery causes death in 70 per cent 
of the animals and the infarct averages 4x2 
cm. after a protective operation, the mortal- 
ity following ligation is reduced to 20 per 
cent; infarcts, in the fatalities, are reduced 
to 2x1 cm. One can assume from these re- 
sults that the operation is of benefit. 

The backflow method is simply a measure- 
ment of the backflow from the distal end of 
a divided coronary artery in an experimental 
animal. For instance, one can obtain a base 
line by ligating the circumflex branch or the 
descending ramus of the left coronary ar- 
tery, dividing it and measuring the backflow 
of the blood coming from the distal end of 
the severed artery in a normal dog. Since 
the coronary is an end artery and blood com- 
ing from the distal end represents flow from 
intercoronary anastomoses, any increase 
shows further formation of anastomoses. 
After a base line is obtained, an operative 
procedure is applied and the blood flow 
through the distal end of a severed coronary 
artery is measured: The increased flow rep- 
resents the increase in intercoronary anas- 
tomosis. 

Other clinical methods of evaluation are 
electrocardiograms, exercise tolerance tests 
and longevity of the patient following the 
operation. When the hearts are available 
after these operations, the coronary system 
may be injected with barium paste or Schle- 
singer’s solution, and the anastomosis out- 
lined by photograph or by roentgen ray. 

Operative Procedures 

Several types of operative procedures will 
be discussed. They are: (1) poudrage pro- 
cedures with or without abrasion, (2) grafts, 
(3) sympathectomy or pericoronary neurec- 
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tomy, (4) coronary sinus ligation, (5) «r- 
terial implants, and (6) arterialization >f 
the coronary sinus. 

The Beck I procedure is a combination of 
these methods.*® * It is a poudrage proced) re 
using asbestos and abrasion of the epica) d- 
ium, partial ligation of the coronary sin \s, 
and grafting of the parietal pericardium «id 
mediastinal fat to the heart surface. 1% ne 
Beck II operation produces an anastomo.is 
between the aorta and the coronary sins, 
either directly or by means of a vein gris ‘t. 
This procedure is followed, at a second stave, 
by partial ligation of the coronary sinus.’ * 

The Vineberg procedure consists of im- 
planting the internal mammary artery ito 
the left ventricular myocardium. Together 
with this implantation is grafting of fat and 
pericardium on the surface of the heart.”' ? 
A simple poudrage operation using talc is 
carried out by Thompson.”* Talc plus abras- 
ion is used by Mazel.** The grafting of the 
small bowel to the surface of the heart 
through the diaphragm has been accomp- 
lished in the experimental animal. 

In the sham operation, the heart was simp- 
ly exposed by thoracotomy, the pericardium 
opened and closed, and nothing more done. 
This operation is simply to show the effects 
on the coronary circulation of such a pro- 
cedure." The operation of a sympathectomy 
or pericoronary neurectomy as proposed by 
Fauteaux is simply cutting the autonomic 
nerve supply to the coronary circulation. It 
has been done with and without partial cor- 
onary sinus ligation.*® 

Evaluation of Operations 

The Beck I procedure is relatively simple. 
It has a low mortality and is of consistent 
benefit to the patient. Experimental animals 
when measured by the backflow method, 
showed an increase in average backflow of 
from 3.8 to 8.9 cubic cm. a minute, or an 
average increase of 5.1 cubic cm. a minute. 
Measured by the ligation-mortality-infarct 
tests, the mortality was reduced from 70 per 
cent in the control group to 30 per cent in 
the group having the Beck I procedure. The 
infarcts were consistently reduced. 

The Beck II procedure increased the back- 
flow from 3.8 cubic cm. a minute to 13.7 cu- 
bic cm. a minute, or an average of 10.9 cubic 
cm. a minute. The mortality after ligation of 
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the circumflex branch of the coronary artery 
was reduced to zero after a Beck II proced- 
ure, aS compared to a 70 per cent mortality 
ir the control group.!?: 76. 27, 28, 29 

’bviously then, the effect of the Beck II 
p cedure is greater than that of the Beck I. 
H wever, the mortality in the Beck II pro- 
ce ‘ure is around 25 per cent and the mor- 
bi ity is much greater. This procedure, be- 
cx ise of its greater risk and magnitude, can- 
n. be applied to many patients because they 
a! poor risks. Its range of application is 
lir ited. The anastomosis fails to function in 
a -mali number of people. In one human 
he rt available for examination, the aortic 
an ‘stomosis had lost contact with the capil- 
lai y bed. However, the intercoronary arter- 
ia! anastomosis had already been well estab- 
lis ed before contact was lost. Intimal thick- 
en ng of the vein wall accounts for these oc- 
clusions. All in all, the Beck I procedure is 
pr: ferred. 

he simple poudrage procedure as pro- 
posed by Doctor Thompson”: *° has in its fa- 
vo: simplicity, wide application and very low 
risk. Backflow studies show an average in- 
crease in the experimental animal of 1 cubic 
cm. a minute. This rate can be increased by 
adding abrasion of the myocardium, ligation 
of the coronary sinus, or both. When these 
procedures are added, the backflow will in- 
crease to nearly 5 cubic cm. a minute. Clin- 
ical evidence covering a 14 year period and 
57 patients shows that the patients have been 
definitely improved and that nearly all of 
their lives have been prolonged. 


Implanting the internal mammary artery 
into the left ventricular myocardium as pro- 
posed by Vineberg is a procedure which in- 
creases the inflow of blood into the myocard- 
ium and also increases the pressure in the 
coronary system. One of the great disad- 
vantages is that at best only 75 per cent of 
the implanted vessels remain functional. In 
experiments, only 50 per cent of the animals 
developing an anastomosis survive after li- 
gation of the descending branch of the left 
coronary artery.) 3! 35. 32.34 In experimental- 
ly produced coronary insufficiency, an in- 
ternal mammary implantation will return the 
exercise tolerance to normal. Ligation of the 
implanted artery will then cause the death 
of the animal. Implantation of the internal 


March, 1956—Volume 49, Number 3 


mammary artery offers protection in direct 
proportion to the size and extent of the 
anastomosis. The obvious drawbacks to this 
procedure are, first, that it is technically 
difficult; second, that it has a higher mor- 
tality and morbidity, and, last, that it is 
successful in only about 40 per cent of the 
experimental animals. 

A sham operation on the heart is one in 
which the heart is exposed to the trauma 
of an operation but no actual operation is 
done. Backflow studies, after four or five 
weeks, show an increase following these op- 
erations. This operation simply shows that 
trauma incidental to any operation on the 
heart increases the intercoronary anasto- 
mosis." Sympathectomy or pericoronary 
neurectomy produces no change in coronary 
backflow and apparently offers no increased 
protection to the patient. There is insuffi- 
cient evidence to truly evaluate the operation 
of pericoronary neurectomy." * 

All operative procedures are more bene- 
ficial in the presence of coronary insuffic- 
iency. Myocardial ischemia stimulates inter- 
coronary arterial anastomosis. 


Operative Results 

The Beck I procedure helped 84.8 per cent 
of the operated patients. Of this group, 36.3 
per cent experienced no pain and were back 
to useful occupations, and 48.5 per cent were 
definitely better. The remaining 15.2 per 
cent were either not improved or were worse. 
As of October 1, 1954, the over-all mortality 
was less than four per cent in Beck’s series 
of cases. There had been no mortality among 
the last 28 patients." * 

With the Beck II procedure, 88.4 per cent 
were improved. Of these patients, 39.6 per 
cent had no pain, 41.9 per cent worked with 
no limitations, 37.2 per cent worked with 
limitations, and 48.8 per cent had less pain. 
Only 11.6 per cent were unimproved or 
worse. The over-all mortality in this group 
was 26.1 per cent. However, the mortality in 
the year 1954 was somewhat reduced." 

A 14 year follow up study of patients re- 
ceiving the operation designed by Thompson 
showed a mortality of slightly more than 12 
per cent.” °° Thirty-three patients, or 66 per 
cent, are now living. The youngest patient in 
the group is 35 years old. The oldest 68; the 
average age is 61. Most of the patients were 
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in the sixth decade. Three of the patients 
were in congestive failure; seven had hyper- 
tensive heart disease. The shortest length of 
life following the operation was two months, 
the longest is now more than 14 years. An 
average span of more than five years fol- 
lowed the operative procedures. However 33 
of the patients are still living; therefore the 
life expectancy will undoubtedly increase as 
time goes on. The average duration of 
symptoms before the operation was four and 
one half years. The average life span after 
the operation was five years. Thus the span 
of life of these patients, from the first symp- 
toms, was nine and one half years, definitely 
an increase over that of the average coronary 
patient not receiving the operation. It is 
estimated that 90 per cent of these patients 
were improved somewhat and that 40 per 
cent were greatly improved. 

A similar procedure has been carried out 
by Mazel and associates, et al, on 53 patients 
in the last four years; they say that the mor- 
tality is almost nil.2* Recent figures on the 
Vineberg implantation procedure show an 
over-all mortality of 14 per cent in 29 pa- 
tients. Sixty per cent are free from pain, 
and 73 per cent have returned to work.** 


Selecting Patients 

All patients should be individually evalu- 
ated. The most acceptable patient for the 
operation is a lean person in his forties or 
fifties who has had the disease for a year 
or more, and who has pain but can still get 
around. He must have serious impairment 
of his coronary arterial flow. 

No patient is accepted if he has had a 
known infarct within the past six months. 
Patients with heart failure or with progres- 
sively enlarging hearts are not acceptable for 
operation. A patient with a moderately en- 
larged heart who has stabilized and who 
has no failure may be acceptable. Patients 
with status anginosus are acceptable. They 
are often a greater operative risk than the 
patients with a history of a coronary infarct. 
While there is no age limit in selecting pa- 
tients for this operation, patients more than 
60 years of age or patients who had more 
than two myocardial infarctions offer a great 
surgical risk. Young patients who have rap- 
idly progressive disease may have a poor 
result. 
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In addition, any associated condition, gi-n- 
eral or specific, which might influence the 
operative survival or rehabilitation in a s)e- 
cific case, must be weighed on its own m»r- 
its. Among them are emphysema, br:n- 
chiectasis and diabetes. 


Discussion 


These operative procedures accomp]ish 
two things: They increase activity and (e- 
crease pain in a large majority of patients, 
and they increase life expectancy by protect- 
ing patients against further coronary oc- 
clusion. 

The increase in total inflow is not as im- 
portant as the distribution of the blood 
throughout the myocardium. The patient can 
be kept alive by a very small increase in 
blood flow if it is correctly distributed. An 
increase of 1 cm. a minute of backflow from 
the circumflex branch of the left coronary 
represents the difference between life and 
death. In a patient with coronary insuffic- 
iency, the effectiveness of the operation is 
greatly enhanced by the low coronary pres- 
sure and the myocardial ischemia. An op- 
eration which will increase the coronary 
backflow 0.8 to 1 cubic cm. a minute in an 
experimental animal] will adequately protect 
the patient with coronary disease. 

The described procedures, if properly done, 
all offer adequate protection to the patient. 
One must weigh the protection offered by 
any given procedure against the risk in any 
given patient and then decide as to the use- 
fulness of the procedure. Obviously, in the 
poor risk patient, one may elect the simpler 
procedure even though the protection offered 
may be less. One must realize that the pou- 
drage operations with or without grafts, epi- 
cardial abrasion and coronary sinus ligation, 
can be done with a mortality of about five 
per cent. The benefit and mortality will both 
depend entirely upon the group of patients 
selected. 

In selecting patients for these procedures, 
one must evaluate each patient even though 
a set of criteria has been suggested. As time 
continues these criteria will change. Cer- 
tainly these procedures are not ones to be 
used for prophylaxis. They should be used 
enly on proved cases of coronary insuffici- 
ency. These operations cannot restore dead 
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or replaced myocardium. They cannot stop 
the progress of the disease within the coro- 
nary vessels. 


Summary and Conclusions 

1. The rationale of applying surgical op- 
erations in the treatment of coronary 
artery insufficiency is discussed. 

2. Methods of improving the coronary cir- 
culation by application of surgical pro- 
cedures are shown. 

3. The methods of measuring the beneficial 
results of such operative procedures are 
lescribed. 

4. Several operative procedures are dis- 
cussed and evaluated. 

5. The operative results are shown. 


Ai Improv ed A septo 


m 


Criteria for selecting patients are laid 

down. 

The final conclusions are: 

a. More than 80 per cent of patients ac- 
ceptable for operation can be helped. 

b. If both patient and operative pro- 
cedure are properly selected, the 
mortality will be about five per cent. 

c. Patients cannot only be made more 
comfortable and useful but can be 
protected against subsequent coro- 
nary occlusion. 

d. Only patients with coronary insuf- 
ficiency are acceptable. These pro- 
cedures are not acceptable for pro- 
phylaxis. 


~] 


Bibliography in full appears in the author's reprints 


SYRINGE For BLADDER IRRIGATION 


(on numerous occasions we have been faced 
with the perplexing problem of removing 
foreign material, particularly blood clot 
from the bladder without having to subject 
the patient to anesthesia and manually re- 
moving it through a rigid instrument. The 
Toomey type syringe is quite expensive, 
around $9.50 each for a 50cc size. It is 
ground glass and if you break either part, 
it must be replaced with a new one. The 
metal tip also becomes dislodged at times. 
The disadvantage of the Ellik evacuator is 
that its tip is too large to use on the ordinary 
catheter. This evacuator we know was made 
to fit a resectoscope sheath. 

We began experimenting with the two 
ounce Asepto Syringe made by Becton, Dick- 





Syringe A has had tip cut off. Syringe B is regu- 
lar Asepto-2 ounce syringe. 
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inson and Company. This regular syringe 
tip is too small to carry many blood clots. 
We tried filing this tip off and it worked 
much better. 

We contacted the research department at 
Becton, Dickinson and Company and Mr. 
Oscar O. R. Schwidetzky was kind enough 
to make us up a syringe with a larger cal- 
ibred point. We found that this syringe 
works very well or better than any other 
available at this time. Mr. Schwidetzky says 
this syringe is available now as “Asepto 
Syringe No. 2082” special, with Neely point. 
We use this syringe exclusively now in blad- 
der irrigation. Naturally, the glass barrel 
and the syringe must make good contact and 
the rubber bulb must be of good quality. 
Comparing the price, this syringe is avail- 
able at $18.00 a dozen. We can recommend 
this syringe as being the most practical meth- 
od of removing foreign material from the 
bladder through any type catheter. 














The Conservative Treatment of 


ESOPHAGEAL OBSTRUCTION 


Due to Meat Impaction 


CHARLES K. HOLLAND, M.D. and ALLEN E. GREER, MD. 


Obstruction of the esophagus as a result 
of the impaction of meat is a relatively rare 
condition. However, it is common enough 
so that most physicians will see it sooner or 
later. The accepted method of treating this 
condition has been the passage of an esoph- 
agoscope, through which the meat is re- 
moved. This method requires a topical an- 
esthetic and in some cases a general anes- 
thetic, is a highly specialized procedure, and 
is not without danger. The mortality rate 
has been quoted at about one per cent. We 
wish to call attention to a simple method for 
removing these meat impactions which is 
effective, harmless, and may be carried out 
by any physician. 

Meat impaction in the esophagus is seen 
most commonly in elderly individuals who 
are edentulous or wearing dental plates and 
in persons who have pathologic narrowing 
of the esophagus. As you all know, the 
normal esophagus has three points of physi- 
ologic narrowing, at the cricoid cartilage, at 
the level of the aortic arch, and at the point 
where the esophagus pierces the diaphragm. 
Obstruction usually occurs at one of these 
points. 

The usual history obtained from these pa- 
tients is that while eating they suddenly 
had a sensation of food lodging in the eso- 
phagus and have been unable to swallow 
solids or liquids without regurgitation. They 
are usually able to localize the site of ob- 
struction fairly accurately. Most of them 
are seen within a few hours after the ob- 
struction occurs; most of them have com- 
paratively little pain but complain simply 
of being unable to swallow. However, if a 
great many hours or days have elapsed since 
the obstruction began, the patients may 
present a pitiful appearance of dehydration. 
severe pain on attempting to swallow, and 
exhaustion from lack of sleep and retching. 
Removing the meat impaction is desirable, 
although if no attempts are made to remove 
the meat, it will eventually putrify and pass 
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spontaneously. However, from seven to 15 
days are required for this to occur, and the 
mortality rate is exceedingly high because 
of secondary infection, mediastinitis, per- 
foration of the esophagus, etc. 

Diagnosis of esophageal obstruction is es- 
tablished by radiologic examination. A small 
quantity of barium is all that is needed. It 
will not discomfort the patient except that 
it may cause coughing if the point of ob- 
struction is near the cricoid. But even if 
such coughing occurs there will be no dif- 
ficulty in establishing the diagnosis. Roent- 
genogram is essential also to rule out the 
presence of bone in the area of obstruction. 
Any bone should be removed through the 
esophagoscope since perforation of the 
esophagus or lower gastrointestinal tract 
may occur with conservative treatment. 

The first report of using proteolytic en- 
zymes administered by mouth on the im- 
pacted meat was by Richardson in 1945. He 
relieved the obstruction in 16 of 17 patients 
using caroid solution. The 17th patient was 
a failure because she could not retain the 
solution. 

We wish to present a series of eight pa- 
tients treated with proteolytic enzymes with 
successful relief of the obstruction in all pa- 
tients. 


Report of Cases 


1. A white man, age 85, swallowed a large 
portion of chicken on August 16, 1951, and 
thereafter was unable to swallow solids or 
liquids. He was certain there were no bones 
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present as he had removed the chicken meat 
from the bone with his fingers. The patient 
lovalized the site of difficulty in the low 
re'rosternal area. After a barium esopha- 
grim revealed a complete obstruction in the 
distal esophagus, his physician unsuccess- 
fu'ly tried to force the food bolus through 
th cardia by passing a large stomach tube. 
‘he patient was admitted to the hospital 
r days after the onset of difficulty. Ex- 
nation was of little aid, but the patient 
show Parkinsonism, marked arthritis, 
moderate obesity. He was edentulous. 
nm August 20, 1951, an esophagoscopy 
wis performed under topical anesthesia ; per- 
fo: ming it was moderately difficult because 
of ‘he immobility of the neck associated with 
ce) vical arthritis. The food bolus was visual- 
ize.|, and about one ounce was removed piece- 
mel. 
he following day, a second attempt was 
made with the patient under general anes- 
thesia. With the aid of consultation with an- 
other endoscopist, about the same amount of 
meat was again removed piecemeal. 

On August 22, 1951, a physical examina- 
tion revealed a right hydropneumothorax. 
This finding was verified by roentgeno- 
grams, and a lipiodol swallow showed a per- 
foration of the esophagus just above the re- 
mainder of the meat bolus. Because of the 
patient’s age and general debility, and be- 
cause the family did not wish a major surgi- 
cal procedure to be performed, conservative 
measures were carried out. They included 
thoracentesis, instillation of antibiotics in 
the chest, parenteral administration of peni- 
cillin and streptomycin, and finally the inser- 
tion of a chest tube in the right pleural space 
for constant drainage. 

On August 27, 1951, Essence of Caroid was 
given in teaspoonful doses every 15 minutes 
for eight doses. The meat bolus disappeared, 
the lung re-expanded, and the perforation 
healed. The patient was discharged re- 
covered. 

This case illustrates the difficulty some- 
times encountered in removing the meat im- 
pactions through an esophagoscope and the 
complications that may occur. It was this 
case that prompted us to try caroid solution 
as an easier method of removal. 

2. A 77-year-old white man who was ad- 
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mitted to the hospital on August 22, 1952, 
said that he had developed esophageal ob- 
struction 16 hours prior to admission. While 
he was eating roast beef without his dental 
plates, he felt something stick in his esopha- 
gus near the xyphoid. Since then he had been 
unable to swallow solids or liquids, and for 
the previous 12 hours he had been very un- 
comfortable on attempting to swallow. Bar- 
ium swallow revealed complete obstruction 
of the esophagus near the diaphragm; there 
was no bone present and no dilatation of the 
esophagus above the obstruction. The pa- 
tient was given Essence of Caroid, 4 cc., 
every 15 minutes. After receiving five doses, 
the patient regurgitated a portion of the 
meat. He was immediately relieved and two 
hours later was able to eat a soft diet without 
difficulty. Subsequent barium swallow re- 
vealed no abnormality of the esophagus. See 
illustration case 2.) 

3. A 68-year-old white man, admitted to 
the hospital on April 7, 1953, had been un- 
able to swallow solids or liquids since eating 
a pork sandwich 24 hours before admission. 
He complained of very little pain but had 
regurgitated all food and various medications 
taken during the previous 24 hours. The pa- 
tient was edentulous. Barium swallow re- 
vealed complete obstruction of the esophagus 
at the junction of the middle and distal one- 
third but no dilatation of the esophagus 
above this level and no bone present. No 
caroid solution was available at this time, 
so the patient was given a solution of acidu- 
lated pepsin, 4 cc., every four hours. After 
five doses, the patient’s obstruction was re- 
lieved, and he was able to take food and 
liquids without difficulty. Repeat barium 
swallow disclosed no abnormality of the 
esophagus. 

4. A 50-year-old white man who was ad- 
mitted to the hospital on December 6, 1953, 
had been unable to swallow food or liquids 
for the previous three hours. While he was 
eating steak, a bolus seemed to lodge at the 
level of the xyphoid. He tried to continue 
eating but the food would not pass, and after 
a few more mouthfuls he regurgitated un- 
digested food. He had tried drinking water 
and various other liquids, but each time he 
regurgitated within a few minutes. At the 
time he was seen, he was having no pain ex- 
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A and B. Photograph 
of meat digestion by Ca- | 
roid solution: A after 1 
hour of digestion and B 
after 2 hours of digestion. 
Tube 1 is control with 
coarsely ground beef in 
water, tube 2 contains 1% 
grains of Caroid, tube 3 
contains 5 grains of Ca- 
roid, tube 4 contains 10 A 
grains Caroid and tube 5 





contains 15 grains Caroid. Note more complete digestion of meat with greater amounts of Caroid. 


cept mild discomfort when he tried to drink 
water. The patient said that about two years 
before he had had a similar attack which sub- 
sided spontaneously after three hours. He 
said that he had had some difficulty in swal- 
lowing solid foods for the past five or six 
years. Barium swallow revealed complete 
obstruction at the lower end of the esopha- 
gus. No bone was present, and there was no 
dilatation of the esophagus above this region. 
Essence of Caroid, 4 cc., was given every 15 
minutes. After 45 minutes, the patient ex- 
perienced relief and was able to drink liquids. 
The following day repeat barium swallow 
revealed a normal esophagus except for a 
smooth, slight narrowing at the level of the 
diaphragm. 

5. A white woman, a sanatorium attend- 
ant age 51, accidentally swallowed a large 
portion of unchewed roast beef. It caused 
immediate discomfort in the mid retrosternal 
area and inability to swallow liquids or solids, 
She made several unsuccessful attempts to 
induce vomiting. 

Physical examination was of little aid as 






large hiatus hernia. 


CASE 2 
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Follow up film after 


no positive findings were elicited. The )a- 
tient wore a partial denture. 

Essence of Caroid was given in doses of 
one teaspoonful every half hour. The pa- 
tient felt considerable discomfort during this 
time, but was completely relieved after sev- 
eral doses. She said that she could feel the 
meat bolus slip through and at this time 
noted a dull type of pain. 

Subsequent barium studies were normal. 

6. A 60-year-old white woman had had a 
piece of roast beef stuck in her esophagus 
for an hour before she was admitted to the 
hospital on April 9, 1954. Since then, she 
had regurgitated all foods and liquids. She 
complained of a sense of constriction beneath 
her lower sternum but was not in acute dis- 
tress. She wore dentures. Barium swallow 
revealed complete obstruction of the esopha- 
gus just above the diaphragm; no bone was 
present, and there was no dilatation of the 
esophagus above the point of obstruction. 
Essence of Caroid solution, 4 cc., was given 
every 15 minutes. After four doses of this 
medication, the patient suddenly regurgitated 





CASE 8 


Case 2. Esophagram showing almost complete obstruction with particles 
of food in lower 3 of esophagus. A normal esophagus was demonstrated after 
relief of the obstruction. 


Case 8. Esophagram shows complete obstruction just above the diaphragm 
obstruction relieved shows normal esophagus with 
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wo large pieces of meat and thereafter had 
difficulty swallowing. Barium swallow 
the following day disclosed no abnor- 
lities. 

7. A white boy, age two and one-half 

irs, was first known to have a congenital 

icture of the esophagus when he was 15 

nths old. Subsequent dilatations were ef- 

tive, but there persisted a localized nar- 
‘ing through which a size 34 F. mercury 
ghted bougie could be passed. 

yn April 17, 1955, the boy swallowed a 
tion of a frankfurter which lodged above 
area of slight stenosis. He felt some dis- 
ifort, and he was unable to retain even 

ill amounts of water. 

‘fo roentgenograms were made as the na- 

» of food ingested was known. Essence 

* Caroid gave relief after the fourth dose 

minute intervals between doses). No ill 
ct was noted following this episode. 
A white man, age 61 years, was ad- 
ted to the hospital because of choking on 
a piece of meat. He had had a history of 
intermittent dysphagia for three years and 
some indigestion. The latter was character- 
izei by retroxyphoid discomfort and eructa- 
tions relieved by soda. He had occasionally 
had tarry stools. On August 8, 1954 he 
choked on a portion of steak and thereafter 
had a deep seated sensation of discomfort in 
the lower thorax, with nausea and vomiting. 
The vomiting yielded blood and blood-streak- 
ed mucus. On two previous occasions food 
had seemed to stop in the same area but had 
passed on through after a time. In addition 
to these symptoms, he very often had to 
wash food down with liquids. 

Physical examination revealed an obese, 
edentulous man of middle age. Nothing else 
of aid was found on examination. 

A barium swallow showed a complete ob- 
struction of the esophagus in the distal one- 
third. 

After several doses of Essence of Caroid, 
the patient vomited up a large bolus of meat, 
which had a very slick outer surface. 

A barium swallow on the following day 
showed a moderate sized hiatus hernia. The 
patient was discharged from the hospital 
asymptomatic. The recurrent digestive com- 
plaints were considered due to the hiatus 
hernia, but surgical correction was declined 
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by the patient. (See illustration case 8, 1 
and 2.) 


Discussion 

The active ingredient of caroid is papain, 
a grayish-white powder derived from the 
green fruit of the tropical Carica papaya 
tree. Papain possesses powerful proteolytic 
enzymes which are able to digest from 35 
to 100 times its weight of lean meat. The 
enzyme is readily soluble in glycerine, alco- 
hol or water. It is active in acid, neutral, 
and alkaline media equally and therefore has 
a distinct advantage over pepsin, a weaker 
proteolytic enzyme which requires a strongly 
acid medium. Papain is used extensively in- 
dustrially in meat tenderizers, in the tanning 
industry, and in making chewing gum. It 
is produced medically by the American Fer- 
ment Company under the trade name “car- 
oid.” Various caroid preparations are avail- 
able and have been used extensively for many 
years in medicine as Alcaroid powder, which 
is caroid added to a mixture of anti-acids, 
and caroid and bile salts, which we are sure 
is familiar to all. Essence of Caroid is a 
stable, aqueous - glycerine - alcohol solution 
containing one and one-half grains of caroid 
powder per dram. Caroid powder is avail- 
able and is a more stable preparation than 
the elixir. 

In years past, papain preparations have 
been used extensively in medicine for treat- 
ing various types of indigestion, for local 
application on wounds and burns to digest 
off the non-viable tissue and for local ap- 
plication to the peritoneal cavity in abdomin- 
al operations to prevent the formation of 
adhesions. These uses have been largely 
abandoned, but it has been well established 
that almost no toxic effects are related to 
the use of papain. It will not digest living 
tissue and has been found entirely harmless 
when taken orally in large amounts. 

The dose we have used is four cc. of the 
caroid solution which contains 1.5 grains of 
papain administered every 15 minutes. If 
larger does of caroid powder are used, such 
as five to 15 grains administered in 5-10 cc. 
of liquid, faster digestion of the meat is ex- 
pected. Complete digestion of meat is not 
necessary to relieve esophageal obstruction, 
as the meat softens on the outer surface, be- 
comes slick, and passes on through. 








A word of caution should be given con- 
cerning the potency of caroid preparations. 
Since they lose potency after several weeks 
or months, most of the enzymetic action may 
be lost if one uses a preparation that has been 
on the druggist’s shelf for a year or more. 
Liquid preparations are more unstable than 
the powder. Practically all meat tenderizer 
powders sold in grocery stores contain papain 
and may be administered by mouth if caroid 
is not available. (See illustrations A and B.) 


Summary 

A simple and safe method for removing 
meat impactions in the esophagus obviates 
the need for esophagoscopy and instrumental 
removal of the meat. Although this method 
was reported in literature 10 years ago, it is 
not being used as extensively as we believe 
it should be. This simple method consists 
of the oral administration of caroid, a pow- 
erful proteolytic enzyme, in small quantities 





at 15 minute intervals. 

All of our patients obtained prompt relief, 
and there were no complications. Roentge:o- 
gram examinations of these patients is im- 
portant, both to establish the diagnosis and 
to rule out the presence of bone in the »b- 
struction. It is also important to re-examine 
these patients with a barium swallow after 
the obstruction is relieved to rule out any 
associated pathologic condition. Esophavo- 
scopy should be carried out in patients who 
continue to have dysphagia subsequently, al- 
though the esophagram appears norma! 
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STANDARD DEVIATION 


(Continued from Page 70) 


Hospital I’s standard deviation was .4 per 
cent and Hospital II’s was .2 per cent. The 
square of .4 per cent is .16 per cent and the 
square of .2 per cent is .04 per cent. These 
are then added to give a total of .2 per cent. 
Reverting back to the original figures the 
square root of this is approximately .45 per 
per cent. Subtracting Hospital II from Hos- 
pital I (8.5 per cent — 7.9 per cent) we see 
a difference of .6 per cent. Since this is not 
two times as great as the .45 per cent stand- 
ard deviation for the two hospitals combined, 
the variation in these two hospitals could be 
due to chance alone and not to better treat- 
ment. 


All too frequently we read an article in 
which a physician reporting and advocating 
a certain treatment for a malady states he 
treated 150 patients and had a survival rate 
of 20 per cent. He then blows his method 
of treatment up as being much better than 
another physican’s method because the other 
had only a 15 per cent survival rate. (The 
author inadvertently failed to give the num- 
ber of the latter’s cases.) 
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But you still have him stumped—you don’t 
always need the other physician’s number of 
cases to compare efficacy of the methods. 
Simply use this formula: 150 cases x 20 per 
cent 30 cases that survived. The square 
root of 30 is 5.5. Now the survival rate of 
20 per cent divided by 5.5 per cent is 3.5 per 
cent, which is the standard deviation. The 
author’s survival rate was 20 per cent and 
the other physician’s was 15 per cent or a 
difference of five per cent. However, two 
times the standard deviation of 3.5 per cent 

7.0 per cent. For the author’s method to 
be the result of a better method of treat- 
ment rather than due to chance, he would 
have had to exhibit more than a seven per 
cent difference. 

If all medical readers would do these fairly 
fast and not too complicated calculations (a 
slide rule is not necessary—just a quick 
brush up on square root), the value of our 
medical articles would improve by forcing 
the investigator into being more careful to 
re-check before he makes a positive state- 
ment. A positive statement cannot be made 
from statistics—just a probable statement. 
—T.C.P. 
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MICTINE 


ORAL NON-MERCURIAL DIURETIC 


New Orally Effective Diuretic 
for Congestive Edema 


Best results are obtained when Mictine is administered with meals 


on an interrupted dosage schedule. 

















WITHOUT MICTINE — Prior to diuretic therapy 
excessive sodium and water are characteristically re- 
tained in the edematous patient. 


An effective diuretic has been described as 
one which causes excretion of water, so- 
dium and chloride in amounts sufficient to 
reduce the edema but not to result in salt 
depletion. 

Mictine (brand of aminometradine) 
introduces to clinical practice an improved 
diuretic which not only meets the standard 
qualifications but has these seven addi- 
tional advantages: 

Mictine is orally effective; it is not a 
mercurial; it has no known contra- 
indications; it does not upset the acid-base 
balance; it exerts no significant influence 
on electrolyte balance; it may be given in 
the presence of renal or hepatic diseases; 
it is well tolerated. 

As with most effective therapeutic 
agents, in high dosage Mictine may cause 
some side effects in some patients; how- 
ever, on three tablets daily side effects 
(anorexia and nausea, rarely vomiting, 
*Trademark of G. D. Searle & Co. 


WITH MICTINE — Inhibition of the reabsorption of 
sodium ion leads to an increased excretion of sodium 
ion, water and chloride. 


diarrhea or headache) are minimal or 
absent. 

Clinically, Mictine is useful in the main- 
tenance of an edema-free state in all pa- 
tients and for initial and continuing diuresis 
in mild or moderate congestive failure. It 
is not intended for initial diuresis in severe 
congestive failure unless either sensitivity 
or tolerance to other diuretics has devel- 
oped in the patient. 

The maintenance dosage of Mictine, as 
well as for initial diuresis in mild or mod- 
erate congestive heart failure, is one to four 
200-mg. tablets daily in divided doses; the 
dosage for initial diuresis in severe conges- 
tive failure, under the conditions already 
described, is four to six tablets daily. For 
either use, it is recommended that Mictine 
be prescribed with meals on interrupted 
dosage schedules; that is, prescribing Mic- 
tine on alternate days or for three consecu- 
tive days and omitting it the next four days. 





Descriptive literature and clinical trial P.O. Box 5110, B 
packages are available on request fo. . . Chicago 80, Illinois 
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ys Activities 


PRESIDENT’S LETTER 


If you have not read current proposed legislation in Congress, especially HR-7225, 
now in the Ways and Means Committee of the Senate, you, every citizen, should familiar 
ize yourselves with the projected amendments to the present Social Security System. HR 
7225, among other things, proposed two amendments, namely, the lowering of retiring agi 
of women from 65 to 62 and Disability Benefits to any person who, at the age of 50 or 
above, can get any physician to declare him totally and permanently disabled. This dis 
ability benefit is full coverage from there on unless and until the Social Security Admin 
istration can prove that he is not disabled. 


The Ways and Means Committee of the House passed HR-7225 without hearings, to 
the floor of the House. The House passed, in its entirety, HR-7225 with only 31 dissent- 
ing votes. This was done with very limited debate in the House. Such speedy action is 
not by any yardstick conducive to good legislation. 


The Finance Committee of the Senate is hearing representatives of professional, and 
vocational and business organizations on these proposed amendments. Last Thursday 
Doctor Malcolm Phelps and I, along with representatives of nine other State Medical Asso- 
ciations, testified before this Committee. 


Never has the writer seen nine men in any profession or vocation individually and 
collectively make and hold a line of defense against the bombardment of senatorial 
questions so well. Never has the writer been so proud of any group of doctors. It was 
heartening and the over-all reception was most excellent. 


This observation was been presented with the hope that you will study the provisions 
in HR-7225. If you do, you will not have to be asked to do something about this far 
reaching legislation—legislation that will breed dishonesty, take away incentive, foster 
indolence, and probably break down the whole current Social Security System by its own 
tax burden. It is time that we, as citizens, do something that will preserve some rights 
and privileges as taxpayers. 


President 
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Extensive loss of body protein can occur in either 
the spare or obese geriatric patient. But whatever 
the patient's somatotype, a decrease in lean body 
mass is usually the result of inadequate protein 
intake due to poor dentition, slowed-down diges- 
tion and quite frequently, unappetizing main 
dishes. 

Knox Gelatine is an excellent non-residue pro- 
tein which is easy to chew and readily digested and 
issimilated. As a vehicle for many foods, Knox 
Gelatine brightens bland diets, giving a new inter- 


est to jaded appetites. As a concentrated protein 
drink, Knox Gelatine supplies seven out of eight 
essential amino acids and a majority of the other 


amino acids composing protein, 
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Specific suggestions on how to use Knox Gela- 
tine in different types of geriatric diets are de- 
scribed in the booklets listed in the coupon below. 


Chas. B. Knox Gelatine Company, Inc. 
Professional Service Department SJ-15 
Johnstown, N. Y. 

Indicate number of special diet booklets desired 
for your patients opposite title: 

GERIATRIC... ESCs REDUCING 
OE CONVALESCENT 


YOUR NAME AND ADDRESS 





ANNOUNCEMENTS 


Oklahoma State Medical Association 
Annual Meeting, May 6, 7, 8, 9. Municipal 
Auditorium, Oklahoma City. 


American Medical Association 
Chicago, Ill., June 11-15. Complete de- 


tails appear in each issue of the J.A.M.A. 


Third National Cancer Conference 
Detroit, Mich., June 4, 5, and 6. Copies 


of the program and registration cards may 
be obtained from the National Cancer Con- 
ferences Coordinator. American Cancer So- 
ciety, 521 West 57th St., New York 19, N. Y. 


American Academy of Obstetrics and 
Gynecology 
Fourth Annual Interim meeting of Dis- 


trict VII, Peabody Hotel, Memphis, March 
9-10. 


International Academy of Proctology 
Eighth Annual Convention, Drake Hotel, 


Chicago, April 23-26. E. Evans Chambers, 
M.D., Enid, is councilor for Oklahoma. Fur- 
ther details may be had by writing Dr. Al- 
fred J. Cantor, Secretary, International 
Academy of Proctology, 147-41 Sanford Ave., 
Flushing 55, N. Y. 


American College of Gastroenterology 
Southern region meeting Sunday, April 8, 


New Orleans, Louisiana State University 
School of Medicine. Copy of the program 
may be obtained from the Secretary, Ameri- 
can College of Gastroenterology, 33 West 
60th St., New York 23, N. Y. 


American Heart Association 

Annual Scientific Sessions, Cincinnati, 
Ohio, October 27-October 31, Music Hall. 
Headquarters hotel will be the Netherlands- 
Plaza. Those wishing to present papers or 
scientific exhibits must make application no 
later than Tuesday, May 15. Application 
forms may be obtained from the Medical 
Director, American Heart Association, 44 
East 23 St., New York City, N. Y. 
American Board of Obstetrics and 

Gynecology 

Next scheduled examinations (Part II) 
will be conducted at the Edgewater Beach 
Hotel, Chicago, by the entire Board from 
May 11 through May 20. Information may 
be obtained from the Secretary, 2105 Adel- 
bert Road, Cleveland 6, Ohio. 
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Rural Health Conference 
Held in Portland, Oregon 


“The Doctor’s Responsibility in the Phy si 
cian-Patient Relationship” was the theme 
the 11th National Conference on Ru: 
Health held in Portland, Oregon, March 
10. Representing the Oklahoma State M: 
ical Association were R. C. Emmott, M. 
Stilwell, Chairman of the Rural Hea 
Committee, and Don Blair, Associate Exe: 
tive Secretary. 


Discussions were held on responsibility 
over-all community health, getting the ): 
tient’s cooperation, advising families abx 
physical examinations and community hea!th 
surveys and their part in family relation- 
ships. Mental health and problems of the 
aged were also discussed along with “Uses 
and Abuses of Health Insurance” and prac- 
tical, detailed reports on successful programs 
carried out in the past year were given. 


Oklahoma State Heart Association 

Two week course which will give two 
hours of college credit will be offered at the 
University School of Medicine May 28 
through June 8. Entitled “The Heart Pa- 
tient,” it will be open to 30 applicants. A 
brochure will be available soon. Complete 
information may be obtained from the Okla- 
homa State Heart Association office, 825 
N. E. 13th St., Oklahoma City 4, Okla. 


General Surgery Short Courses 

Offered at the University of Oklahoma 
School of Medicine April 11 and May 9. 
April 11 course is entitled “Anticipation and 
Reduction of Surgical Risk” and “Surgery 
of the Neck and Oral Cavity” is the title of 
the May 9 course. Applications for registra- 
tion should be sent to the Office of Post- 
graduate Instruction, University of Okla- 
homa School of Medicine, 801 N. E. 15th, 
Oklahoma City. 


Anesthesiology Short Course 

Offered at the University of Oklahoma 
School of Medicine June 13. Applications 
should be made to the Postgraduate Office at 
the Medical School. 
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How to re friends .. 





The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
15¢ Bottle of 24 tablets (2's grs. each). 





We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 


of Sterling Drug Inc 


1450 Broadway, New York 18, N. Y. 
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EVERY WOMAN 


WHO SUFFERS 


IN THE 


MENOPAUSE 


DESERVES 


“PREMARIN, 


widel y used 


natural. oral 


wiih 
estroge M 


AYERST LABORATORIES 
New York, N.Y. ¢ Montreal, Canada 


5645 


East Central Society 
Announces Program 


The East Central Medical Society has : n- 
nounced the program for the Clinical Me. t- 
ing of the Society Saturday, April 7, 19 
The subject is the “Acute Abdomen” a 
sessions will be held in the Auditorium 
the Veterans Administration Hospital. 
O.S.M.A. members are invited to atte) 
Maurice C. Gephardt, M.D., is Progr: 
Chairman. Program is as follows: 


2:00-2:45 p.m.—The Acute Abdomen ai 
the Internist; J. P. Colmore, M.D., De 
partment of Medicine, University of Oki: 
homa School of Medicine. 


2.45-3 :30 p.m.—The Acute Abdomen and the 
Surgeon; Harvey R. Butcher, M.D., De- 
partment of Surgery, Washington Uni- 
versity School of Medicine, St. Louis, Mo. 


3:30-4:15 p.m.—The Acute Abdomen and the 
Radiologist; Simon Dolin, M.D., Depart- 
ment of Radiology, University of Okla- 
homa School of Medicine. 


:15-4:30 p.m.—Intermission. 


7:30-5:30 p.m.—Presentation of Cases to 
Stump the Panel. 


:30-8:15 p.m.—Dinner (place to be an- 
nounced). 


:15—“‘New Zealand and Socialized Medi- 
cine’; Howard C. Hopps, M.D., Professor 
of Pathology, University of Oklahoma 
School of Medicine. 

Price of the dinner is $5.00 per plate. Res- 
ervations should be made in advance with 
M. C. Gephardt, M.D., Program Chairman, 
443 N. 16th St., Muskogee, Oklahoma. 


Appointment Reminders 


Appointment reminder cards for physi- 
cians of Oklahoma are available in packages 
of 300, through Blue Cross-Blue Shield, ac- 
cording to Carl E. Behle of the Professional 
Relations Departments. 

The card, which is billfold size, has space 
for the patient’s name, the date and hour 
of the appointment and the doctor’s name 
and address. The Blue Cross and Blue Shield 
emblems are printed on the reverse side. 
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NASAL 
y I Q) Sp I aA y SUSPENSION 
(HYDROCORTONE® WITH PROPADRINE™ AND NEOMYCIN) 


Anti-inflammatory— 
Decongestant—Antibacterial 


MAJOR ADVANTAGES: New synergistic anti-inflammatory, decongestant 
and antibacterial formula. High steroid content assures effective response 


te 


Topically applied hydrocortisone’ in therapeutic SUPPLIED: In squeezable plastic spray bottles 
concentrations has been shown to afford a sig- containing 15 cc. HyDROSPRAY, each cc. sup- 
nificant degree of subjective and objective im- lying 1 mg. of HyprocorTong, 15 mg. of 
provement in a high percentage of patients on Hydrochloride and 5 mg. of Neo- 
suffering from various types of rhinitis. HypROo- mycin Sulfate (equivalent to 8.5 mg. of neo- 
= SPRAY provides HYDROCORTONE in a concentra- mycin base). 
ysi- tion of 0.1% plus a safe but potent decongestant, 
ges PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
ac- combination provides a three-fold attack on the 
onal physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
Dace INDICATIONS: Acute and chronic rhinitis, vaso- 
our motor rhinitis, perennial rhinitis and polyposis. DIVISION OF MERCK & CO.., Inc. 


ame REFERENCE: 1. Silcox, L. E., A.M.A. Arch. Otolaryng. 60:431, Oct. 1954 
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jation March, 1956—Volume 49, Number 3 





‘ANTEPAR’ ° 


for “This Wormy World” 


PINWORMS 
ROUNDWORMS 


SYRUP OF ‘ANTEPAR’ (itr: 
Bottles of 4 fluid ounces, 1 pint 


TABLETS OF ‘ANTEPAR’ i: 


Scored 


= BURROUGHS WELLCOME & CO. (U.S. A.) INC. 
t.. Tuckahoe, New York 


PHYSICIAN PLACEMENT 


The following physicians have expressed ; 
desire to locate in Oklahoma. To the best oi 
our knowledge, the names, addresses, qualifi 
cations and availability are current and accu 
rate. 

The asterisk beside some names indicate 
that additional information concerning th: 
physician is available in this office. 

Anesthesia 

*Daniel B. Perry, Residence Quarters, Har 
lem Hospital, New York, N. Y., age 48 
Meharry Medical College, 1948, interne 
at Harlem Hospital, New York and serve: 
residency in anesthesia there, veteran 
available December, 1957. 

General Practice 

*Allen J. Alderman, 1104 Lincoln Drive, Great 
Falls, Mont., age 28, University of Ne 
braska, 1954, available upon release fron 
active duty, July 1, 1956. 

*A. Stanley Bailey, Jr., 250 Highland, Apt 
102, Highland Park 3, Michigan, age 26, 
University of Oklahoma School of Med- 
icine, now interning at Highland Park 
Hospital, available July 1, would prefer 
salaried position. 

*Charles Dail Davenport, 814 N. Elm, Hois 
ington, Kansas, age 30, University of Okla- 
homa School of Medicine, 1953, veteran, 
available July, 1956. 

*John V. Hume, 931 W. 15, Pueblo, Colo., age 
31, University of Colorado 1953, residency 
in general practice, veteran, availability 
unknown. 

*Elmer D. Peffly, Capt., USAF (MC) Avia- 
tion Medical Examiner, 3545th USAF 
Hospital, Office of the Flight Surgeon, 
Goodfellow Air Force Base, Texas, age 
34, University of Oklahoma School of 
Medicine, 1953, interned at Wesley Hos- 
pital, Oklahoma City, available July, 1956. 

*Wilmer G. Sheldon, 32 Williams, S. E., Min- 
neapolis, Minn., age 33, University of Min- 
nesota, 1955, veteran, available upon com- 
pletion of internship, July, 1956. 

Internal Medicine 

*C. A. Loughridge, 1107 E. Upsal St., Phila- 
delphia 19, Pa., age 36, College of Physi- 
cians and Surgeons Columbia Universit) 
1954, in internal medicine residency at Phil 
adelphia General Hospital, available be- 
tween July and September, 1956. 


Journal of the Oklahoma State Medical Association 





Orthopedics 
\bert E. Landstra, American Legion Hos- 
pital for Crippled Children, 2350 Lake- 
view Ave., St. Petersburg, Florida, age 
inknown, now in orthopedic residency 
training, availability unknown. 

Pathology 
ss D. Green, Jr., 1765 South Victor, Tulsa, 
ize 32, George Washington University, 
1950, will finish four years pathology resi- 
lency in January, 1957, will consider imme- 
liate placement if board requirements are 
1iot necessary. 
‘illiam McIntosh Hindman, Receiving Hos- 
ital, Detroit, Michigan, age 38, University 
f Tennessee, 1945, four year pathology 
‘esidency, Detroit Receiving Hospital, 
soard eligible, available July, 1956. 


Pediatrics 

‘slie W. Langley, Jr., 1709 De Pauw Ave., 
New Albany, Ind., age 32, University of 
uisville School of Medicine, 1953, now 
aking second year of pediatric residency, 
eteran, available July 1, 1956. 

irl Frederick Wagner, 130 E. Shields, 
‘incinnati 20, Ohio, age 48, University of 
‘incinnati, 1935, interned University Hos- 
vital of Cleveland and served residency at 
‘incinnati, 1935, veteran, prefer clinic or 
issociate, available May 1, 1956. 


Surgery 


Albert Frederick Cunningham, U. S. Naval 


al © 


Hospital, Memphis, Tenn., age 35, Uni- 
ersity of Arkansas, 1947, available April 
15, 1956. 
“dward Wendell Foster, 147 W. Main, Me- 
riden, Conn., age 62, Harvard University 
School of Medicine, 1924, certified by spe- 
cialty board, veteran, available now, would 
consider surgery, obs.-gyn., or general 
practice. 

Richard Jernigan, Parkland Memorial 
Hospital, Dallas, Texas, age 29, South- 
western Medical College 1948, will be 
Board qualified in General Surgery Jan- 
uary 1, 1956, veteran, available January 
1, 1956. 


Arthur Andrews McMurray, 3203-B Cherry- 


wood, Rd., Austin 2, Texas, age 35, Univer- 
sity of Tennessee, 1950, Board eligible in 
general surgery, veteran, available July, 
1956. 

(Continued on Page 101) 
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Results With 


‘ANTEPAR’ 


PINWORMS 


ROUNDWORMS 


“SYRUP OF ‘ANTEPAR’ 


“TABLETS OF ‘ANTEPAR’ 


=> BURROUGHS WELLCOME & CO. (U.S.A.) INC. 
4.1 Tuckahoe, New York 
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Hydrochloride 


Tetracycline HCI Lederle 





dely prescribed because of these important advantages: 
rapid diffusion and penetration 
prompt control of infection 
egligible side effects 
true broad-spectrum activity (proved effective 
against a wide variety of infections caused by 
Gram-positive and Gram-negative bacteria, rick- 
ettsiae, and certain viruses and protozoa) 
tram produced in Lederle’s own labora- 
under rigid quality control, and offered 
nder the Lederle label 


ete line of dosage forms 


ERLE LABORATORIES DIVISION ameaicaa Ganamid company PEARL RIVER, NEW YORK 





Do You Have A Suggestion On 
Accreditation of Hospitals? 


The June, 1955, House of Delegates of the 
American Medical Association authorized 
the appointment of a committee to review 
the functions of the Joint Commission on 
Accreditation of Hospitals. 

The purpose of the committee was to 
make an independent study and survey as 
to whether the present program of accredi- 
tation was working a hardship on either the 
hospitals, staff members, or the securing of 
membership on staffs of hospitals. 


Doctor Burton on Committee 


Appointed to this important committee 
was John F, Burton, M.D., of Oklahoma 
City. Doctor Burton states that he would 
like to have as many Oklahoma hospitals and 
physicians as possible give their views to the 
committee. 

The committee is especially interested in 
the following: 

1. The general understanding by physi- 
cians of the functions of the Joint Commis- 
sion. 

2. Whether the method of appeal from an 
adverse ruling regarding accreditation is 
satisfactory. 

3. The effect on the individual physi- 
cian’s hospital connections due to actions of 
the Joint Commission. 

4. Whether any organizations not now 
represented should have official representa- 
tion on the Joint Commission. 

5. The effect of the Joint Commission’s 
requirements concerning such matters as 
staff meetings. 

6. The pros and cons of separating ad- 
ministrative and professional accreditation 
functions in the inspection of hospitals. 

7. Constructive suggestions for improv- 
ing the hospital accreditation program. 

Anyone having comments to make on the 
problems of accreditation should write either 
to W. C. Stover, M.D., Chairman, Committee 
to Review Functions of Joint Commission on 
Accreditation of Hospitals, 535 North Dear- 
born St., Chicago 10, Ill., or to John F. Bur- 
ton, M.D., 434 N. W. 13th St., Oklahoma 
City, Okla. 
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Medical Societies Around the State 


Stephens County 

J. P. Keller, M.D., Duncan, was recently 
elected president of the Stephens County 
Medical Society. Casper H. Smith, Jr., M.!)., 
was named vice-president and Dwight 
Weedn, M.D., secretary-treasurer. All are 
from Duncan. Allen Green, M.D., Oklahonia 
City, was guest speaker at the meeting. 


Garfield-Kingfisher 
Richard M. Burke, M.D., Oklahoma City, 
spoke on Tuberculosis at the Garfield-King- 
fisher County Medical Society recently. 


Cherokee-Adair 
Mark Everett, Dean of the University of 
Oklahoma School of Medicine, was guest 
speaker at a recent meeting of the Cherokee- 
Adair Medical Society held in Stilwell. Pur- 
pose of his visit was to discuss establishing 
a preceptor program in that city. 


Seminole-Hughes 
A. R. Carney, M.D., Tulsa, was guest 
speaker at a recent meeting of the Seminole- 
Hughes County Medical Society. 


East Central 

Members of the East Central Medical So- 
ciety held installation ceremonies and a din- 
ner-dance at the Severs Hotel of Muskogee 
in January. New officers are Marvin El- 
kins, M.D., president; John R. Rafter, M.D., 
vice-president; E. F. Stratton, M.D., secre- 
tary; and Tom Gafford, M.D., is outgoing 
president. 





Bellevue Convalescent Hospital 
Completely Air Conditioned 


Providing 
Professional Care and Personal Attention for 
Convalescent, Chronic and Medical Patients 


436 N.W. Twelfth Street 
Oklahoma City, Oklahoma 
RE 6-8320 
Jas. R. Ricks, M.D. Norman L. Thompson 
Medical Director Owner and Manager 
Mrs. Dade Thompson, Asst. Mgr. 
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You can specify 


PABLUM 


with confidence! 


s a physician, you appreciate the 

rictness of pharmaceutical stand- 

ds. Pablum Cereals are the only 
iby cereals made by nutritional and 
iarmaceutical specialists. That’s why 

u can specify Pablum Cereals with 

nfidence. 

All four Pablum varieties are espe- 

ially enriched with iron in its most 
assimilable form. And all are enriched 
with thiamine, riboflavin, calcium, 
phosphorus and copper. 

To be sure infants enjoy Pablum 
Cereals, our scientists work tirelessly 
to make them wonderfully smooth in 
texture, delightfully delicate in flavor. 
For your young patients, suggest: 


Pablum Mixed Cereal 
Pablum Barley Cereal 
Pablum Rice Cereal 
Pablum Oatmeal 


Fab, 


MANUFACTURERS OF NUTRITIONAL AND PHARMACTUTICAL PROOUCTS. 


O., EVANSVILLE, INDIANA 
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CLASSIFIED ADS 


DOCTOR WANTED: In Walters, Oklahoma, a 
county seat town of 3,000 population, with trade 
territory of 4000. Office available within one block 
of licensed hospital. Contact Luther Eubanks, Presi- 
dent, Walters Chamber of Commerce. 


WANTED: General practitioner, town of 1500 pop- 
ulation, southwest Oklahoma, modern brick buildings 
available, partly furnished, would be only doctor in 
Tipton Valley. New county hospital 14 miles on 
pavement. Lucrative practice awaits man who can 
take over. For information, write or call Paul Lar- 
gent, Tipton, Oklahoma. 


OKLAHOMA CITY OFFICE SPACE. Located 
across from St. Anthony Hospital and Pasteur Build- 
ing, includes private parking facilities, air condition- 
ing, X-ray, laboratory and other equipment. For- 
merly occupied by physician who has specialized in 
other work. For full information contact Jack Bart- 
hold at P.O. Box 6246, Oklahoma City 11, or call 
GA 17-2441, Oklahoma City. 


FOR SALE: Latest model Beck-Lee Cardiall. Used 
less than 10 times, $350.00. Unused Leitz Photrometer 
$125.00. Both for $450.00. William A. Vint, M.D., \ et- 
erans Administration Hospital, Oklahoma City. 


WANTED IMMEDIATELY: Man interested in gen- 
eral practice in association with established physi- 
cian in the greater Oklahoma City area, with possible 
part ownership in the future. Write Key R, care of 
the Journal. 


SPACE AVAILABLE. On May Avenue, Oklahoma 
City, immediately, near proposed Baptist Hospital 
site for qualified obstetrician. No long term lease 
required. Contact C. M. Harvey, M.D., 2900 N.W. 
67th, Oklahoma City, Okla. 


FOR RENT OR LEASE: New modern medical 
building, located in center of several of Tulsa’s large 
new housing additions. Year round air conditioning. 
Adequate parking. Ideal location for General Prac- 
tice. One or two doctors. Write Key C, care of the 


Journal. 





1420 N. Robinson 


Medical Equipment 


KERMIT HOWELL 
GEO. ARMSTRONG 


MID-WEST SURGICAL SUPPLY CO., INC. 
OF OKLAHOMA 
Phone RE 9-1481 


Surgical Instruments 


Consult with Us: 
CLINT JENNINGS 
FAY MARTIN 


QUALITY and SERVICE 


Oklahoma City 3, Okla. 


General Supplies 


HARVEY VORSE 
CY JENNINGS 








PATHOLOGICAL 


Fr. Worth Abilene 





Terrell’s Laboratories 


North Texas and Oklahoma Pasteur Institutes 


BACTERIOLOGICAL 
Muskogee 


X-RAY and RADIUM DEPT. 


FORT WORTH 


CHEMICAL 
Corpus Christi 


SEROLOGICAL 


Amarillo 
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BOOKS RECEIVED 


The following books have been received 
the Journal office. As space permits and 
context warrants, books will be reviewed. 


VASCULAR SURGERY. Medical Depart- 
it, United States Army, Surgery in World 
r Il. Edited by Daniel C. Elkin, M.D. and 
hael E. DeBakey, M.D. Office of the Sur- 
n General, Department of the Army, 
shington, D. C., 1955. 


HAND SURGERY. Medical Department, 
ted States Army, Surgery in World War 
Edited by Sterling Bunnell, M.D. Office 
he Surgeon General, Department of the 
iy, Washington, D. C., 1955. 
LIFE STRESS AND ESSENTIAL HY- 
| RTENSION, A Study of Circulatory Ad- 
ments in Man. Stewart Wolf, M.D., Phil- 
» V. Cardon, Jr., M.D., Edward M. Shep- 
M.D. and Harold G. Wolff, M.D., The 
iams and Wilkins Company, 1955. 


CIBA FOUNDATION COLLOQUIA ON 

EING. Vol. 1, General Aspects. Editors, 

E. W. Wolstenholme, O.B.E., M.A., M.B., 

h. and Margaret P. Cameron, M.A., 
A.B.L.S., assisted by Joan Etherington. Lit- 
tle, Brown and Co., Boston, 1955. 


CIBA FOUNDATION SYMPOSIUM ON 
EXPERIMENTAL TUBERCULOSIS, Bacil- 
lus and Host with an Addendum on Peprosy. 
Editors, G. E. W. Wolstenholme, O.B.E., M.A.., 
M.B., B.Ch. and Margaret P. Cameron, M.A.., 
A.B.L.S., assisted by Cecilia M. O’Connor, 
B.Sc., Little, Brown and Co., Boston, 1955. 


HYPNOTIC SUGGESTION, Its Role in 
Psychoneurotic and Psychosomatic Disord- 
ers, New York, Philosophical Library, 1956. 


THE NATIONAL FORMULARY. Pub- 
lished by the American Pharmaceutical As- 
sociation, Washington 7, D. C., Distributed 
for the Association by J. B. Lippincott Co., 
Philadelphia and Montreal, 1955. 


PREVENTIVE MEDICINE IN WORLD 
WAR II. Medical Department, United States 
Army, Vol. III, Personal Health Measures 
and Immunization. Editor in Chief, Col. John 
Boyd Coates, Jr., M.C., Editor for Preventive 
Medicine, Ebbe Curtis Hoff, Ph.D., M.D., As- 
sistant Editor, Phebe M. Hoff, M.A., Office 
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of the Surgeon General, Department of the 
Army, Washington, D. C., 1955. 


PREVENTIVE MEDICINE IN WORLD 
WAR II. Medical Department, United States 
Army, Vol. Il, Environmental Hygiene. Edi- 
tor in Chief, Col. John Boyd Coates, Jr., M.C., 
Editor for Preventive Medicine, Ebbe Curtis 
Hoff, Ph.D., M.D., Office of the Surgeon 
General, Department of the Army, Wash- 
ington, D. C., 1955. 


Poison Information Center 
May Be Established in State 


Through the cooperation of the University 
of Oklahoma School of Medicine, the Okla- 
homa State Health Department and the Okla- 
homa State Medical Association, there has 
been discussion concerning the establishment 
of a Poison Information Center. 

H. A. Shoemake, Ph.D., Professor of Phar- 
macology at the Medical School; John Shack- 
elford, M.D., of the State Health Department ; 
and H. V. L. Sapper, M.D., Oklahoma City, 
representing the Association, recently met in 
Dallas, Texas, with Dr. Edythe P. Hershey, 
Regional Director of the Children’s Bureau, 
to discus sthe possibility of receiving some 
financial assistance. The Center would be 
established at the Medical School on a 24 hour 
basis and would be designed to service both 
the State of Oklahoma and Texas. If plans 
are completed for the establishment of the 
center, allied groups and outside agencies 
that would be interested in the program will 
be asked to appoint representatives to act in 
an advisory capacity. 


Physician Placement 


(Continued from Page 95) 


Urology 
Woodrow Payne, M.D., 764 McConnell, Mem- 
phis, Tenn., age 34, University of Tennes- 
see, 1944. Board Qualified in Urology, vet- 
eran, available July, 1956. (Wants city 
20,000-75,000 — private proup, partner- 
ship). 


*Henry Ernest Wolfe, Jr., 879 Rosewood Ave., 
Vallejo, Calif., age 34, Albany Medical Col- 
lege, 1947, board qualified in urclogy, avail- 
able upon separation from active duty, 
Aug. 15, 1956. 





Southwestern Surgical Congress 
Meets April 16-18, in Tucson 


The Eighth Annual Meeting of the South- 
western Surgical Congress will be held in 
Tucson, Arizona Aprii 16, 17, and 18. Charles 
R. Rountree, M.D., Okiahoma City, is Pres- 
ident and C. M. O’Leary, M.D., also of Okla- 
homa City, is Secretary-Treasurer. Partial 
program is listed below and complete pro- 
grams may be obtained by writing Miss June 
Marchant, Executive Secretary, Southwest- 
ern Surgical Congress, 207 Plaza Court 
Building, Oklahoma City 3, Okla. 


Monday, April 16 


:00 a.m. The Frozen Shoulder 
with Reference to Treatment 
Robert M. Lee, M.D., Fort Collins, Colo. 


a.m. Surgical Management of Pigmented Le- 
sions 

Charles E. Lockhart, M.D., Springfield, Mo. 
a.m. Extrophy of the Urinary Bladder, Plas- 
tic Repair Combined with Bilateral Osteoto- 
my of Ilium 

William G. Schultz, M.D., Tucson, Arizona 


Case Analysis 


a.m. The Urologic Significance of Imperforate 
Anus 

Ian M. Thompson, M.D. and Charles A. Hooks, 
M.D., Galveston, Tex. 


a.m. Immediate and Delayed Repair of Hand 
Injuries 
Joseph H. Boyes, M.D., Los Angeles 


} a.m. Visual Aids in Surgical Presentations 
Thomas G. Orr, Jr., Kansas City, Kans. 
Congenital Dislocation of Hip in the Apache 
Indian 
John R. Schwartzmann, M.D., Tucson, Arizona 


p.m. Roundtable Luncheon 


p.m. Panel — Industrial and Rural Injuries of 
the Hand 


p.m. Use of Lyophilized Homografts on Dura 
Mater in the Repair of Hernias 
Francis C. Usher, M.D., Houston, Tex. 


3 p.m. Use of Full Thickness Skin Grafts to Re- 
pair Difficult Hernias 
Vincent L. Rees, M.D., Salt Lake City, Utah 


p.m. Hiatus Hernia: Surgical Indications 
Francis A. Barrett, Jr., M.D., Cheyenne, Wyo- 
ming 


) p.m. Experience in the Surgical Management 
of Interatrial Septal Defects and Pulmonic 
Stenosis under Hypothermia 

John M. Salyer, M.D., Clinton S. Lyter, M.D., 
Byron E. Pollock, M.D., Denver, Colorado 


Tuesday, April 17 


7:30 to 

9:00 a.m. Breakfast Meeting — Moderated by Kk 
neth C. Salyer, M.D., Denver, Colo. 
Congenital Arteriovenous Fistula 
H. Calvin Fisher, M.D. and Marvin E. J 
son, M.D., Denver, Colo. 
Acute Arterial Injuries in Civilian Practic 
Oscar Creech, Jr., M.D. and Michael DeBak.-y, 
M.D., Houston, Tex. 
Treatment of Peripheral Arteriosclerotic 
sease by Arterial Homografting 
Dale J. Austin, M.D. and Jesse E. Thomps 
M.D., Dallas, Tex. 
Necrotizing Panarteritis Following Repair 
Coarctation of the Aorta 
John B. Grow, M.D., Charles V. Demong, M 
and W. R. Rundles, M.D., Denver, Colo. 


a.m. The Management of Massive Upper Gas- 
tro-Intestinal Hemorrhage 

Edwin M. Syxes, Jr., M.D. and Asher R. Me- 
Comb, M.D., San Antonio, Tex. 


20 a.m. A Critical Evaluation of the Bilroth II 
Type Gastro-Jejunostomy 
Howard T. Robertson, M.D., Denver, Colo. 


a.m. Surgical Complications of Diverticulitis 
and Diverticulosis of the Sigmoid Colon 


J. B. Littlefield, M.D., Tucson, Arizona 


a.m. Acute Appendicitis in the Elderly Male 
William J. Gillesby, M.D. and Curt M. O’Rielly, 
M.D., Hines, Ill. 


a.m. Anesthesia in the Aged and Poor Risk 
Patient 
John Adriani, M.D., New Orleans, La. 


a.m. Examination of the Breast 

Dudley Jackson, M.D., San Antonio, Tex 
Demonstration of New Electronic Instrument— 
The ‘‘Cardiocaster”’ 

Paul D. Keller, M.D., Salt Lake City, Utah 


p.m. Roundtable Luncheon 


p.m. Panel — New Concepts and Recent Ad- 
vances in Anesthesia 


p.m. Presidential Address — Polio Vaccina- 
tion Program in Oklahoma, and in the South- 
west in General 

Charles R. Rountree, M.D., Oklahoma City 


Wednesday, April 18 


a.m. to 


a.m. Breakfast Meeting — Moderated by |eo- 
nard P. Eliel, M.D., Oklahoma City 


Journal of the Oklahoma State Medical Associction 








Adrenal Support in the Surgical Patient 


Albert E. James, M.D. and Robert Woodruff, 
M.D., Denver, Colo. 

Functioning Tumors of the Adrenal Cortex 

L. L. D. Tuttle, M.D. and William B. Gordon, 
M.D., Houston, Tex. 

Urinary Chloride Concentration as an Aid in 
the Diagnosis of Acute Adrenocortical Insuf- 
ficiency 

J. Robert Spencer, M.D. and William H. Wier- 
man, M.D., Denver, Colo. 


a.m. The Diagnosis and Treatment of Mixed 
Tumor of the Parotid Gland 


Robert A. Wise, M.D., Portland, Oregon 


) a.m. Neonatal Respiratory Problems Exclusive 
of Central Nervous System Cases 


Hector W. Benoit, Jr., M.D. and John H. May- 
er, Jr., M.D. 


a.m. A Photographic Study of the Superior and 
Inferior Thyroid Arteries and the Superior and 
Inferior Laryngeal Nerves 


Bernard T. Daniels, M.D., Durwood C. Clader, 
M.D. and Patrick W. Luter, M.D., Denver, 
Colo 


a.m. Cholecytostomy in Modern Surgery 


Cyril Costello, M.D., St. Louis, Mo 


a.m. Annular Pancreas 


L. H. Wilkinson, M.D. and A. G. Simms, II, 
M.D., Albuquerque, New Mexico 


a.m. Panel — Carcinoma of the Breast 


Included in the entertainment will be a 
juet, barbecue and a trip to Old Mexico. 


special entertainment is also planned for the 


lies attending and facilities for golf, fish- 
and other sports are available. 








THE:NEUROLOGICAL 
HOSPITAL 


2625 West Paseo 
Kansas City, Missouri 
e 


A voluntary hospital providing the care 
and treatment of nervous and mental 
patients, and associate conditions. 


‘“Neohydrin... 
offers the striking 


ole NZelaliole|-Me)i 


a high degree of 


therapeutic 
effectiveness upon 
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ALLERGENIC EXTRACTS 


Diagnostic and Therapeutic 
Complete Prescription Service 


Devoted exclusively to the manufacture 
of pollen, fungus, epidermal, food, dust, 
and miscellaneous allergenic extracts for 
the diagnosis and treatment of allergic 


conditions 


A pollen check list for your state and 


other literature sent on request 


U. S. Government License No. 108 


since 1929 


ALLERGY LABORATORIES, INC. 
Pasteur Medical Building 
1111 N. Lee Avenue 
OKLAHOMA CITY 1, OKLAHOMA 
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a Dea ths 


J. PAUL JONES, M.D. 
1866-1956 


J. Paul Jones, M.D., pioneer Washita county 
physician, died at his home in Dill City Janu- 
ary 9. 

Doctor Jones was born at Douglas, Nacog- 
doches county, Texas, March 24, 1866. He 
attended Vanderbilt University Medical 
School and Kansas Medical College. 

He practiced medicine in Texas until No- 
vember, 1898, when he moved to Cloud Chief, 
later moving near the present site of Clinton 
and to Port and Retrop, moving to Dill City 
in 1930. Doctor Jones received an O.S.M.A. 
50 year Pin in 1949. 





Your Next Two Issues .. . 


APRIL Complete Annual Meeting 
Program 


MAY Fiftieth Anniversary Issue 








Radio-Active Cobalt Room 
Built By State Physicians 


Doctors John R. Danstrom, David C. Li w- 
ry and Haven W. Mankin, all of Oklahoma 
City, announce the installation of the first 
Cobalt 60 teletherapy in the state of Okla io- 
ma for the treatment of cancer. This ins‘ al- 
lation has been made at their office at 528 
N. W. 12, Oklahoma City, where a special 
room has been built to house the radio-act ve 
cobalt. This special room has walls which 
vary in thickness from 36 to 18 inches of 
solid concrete. 


Cobalt therapy is primarily used for the 
treatment of deep seated cancer, such as 
those in the pelvis, bladder, prostrate, lung 
and esophagus. However, it will be used to 
treat most all malignancies except skin can- 
cer. 


Cobalt therapy offers the following ad- 
vantages over conventional deep x-ray ther- 
apy in that is gives less skin reaction, gives 
a better depth dosage to the tumor, and 
causes less constitutional reaction. 





Fourth at Walnut 


Graduate Nursing Supervision 
Complete Patient Records 
Laboratory Facilities 


Central Heating 


W. H. HELDENBRAND, Pres. 





GENERAL CONVALESCENT HOSPITAL INC. 


Dedicated 
To Maintain the degree of Health Attained by the Physician 


FO 5-3303 


Fully approved by the State Department of Health for 


Seventy-four beds, for Medical-Chronic-Convalescent Patients 


Each room has large outside windows for light and ventilation 
Competent personnel—Experienced Administration—Rotes are reasonable 


Medical Director—New Furnishing—Soliciting the Medical Profession 


Detailed Information furnished on Request 


Oklahoma City 


Graduate Dietition Supervision 
Competent Sterilization 
X-Ray Facilities 

Air Conditioning 


J. R. PROPPS, Secy.-Mgr. 
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